A Portfolio of Academic, Therapeutic Practice and Research Work Including an Investigation Into Clients' Beliefs About Their Alcohol Problem: The Effects of Attribution on the Experiences and Expectations of Therapeutic Intervention. by Laughton, Helena Faith.
A Portfolio of Academic, Therapeutic Practice 
and Research Work
Including an investigation into ‘Clients’ beliefs about their 
alcohol problem: the effects of attribution on the experiences 
and expectations of therapeutic intervention’
By
Helena Faith Laughton
Subm itted  to  th e  University of Surrey  in  partia l fulfilm ent o f th e  
Practitioner D octorate (PsychD) in  Psychotherapeutic  a n d  C ounselling 
Psychology.
Ju ly  2002
ProQuest Number: 27606590
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27606590
Published by ProQuest LLO (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 48106- 1346
sta tem en t of copyright
No p a rt of th is  portfolio m ay be reproduced  in  any  form w ithou t the  
w ritten  perm ission of the  au th o r, w ith the exception of the  L ibrarian  of 
the  University of Surrey, who is em powered to reproduce the  portfolio 
by photocopy or otherw ise and  to lend copies to those in s titu tio n s  or 
persons who require them  for academ ic purposes.
© H elena Faith  Laughton, 2002
Acknowledgements
I would like to th a n k  all the  m em bers of the  course  team  for the ir 
a ssis tan ce  th ro u g h o u t th e  course. I am  especially grateful to, an d  in 
awe of. Dr. Adrian Coyle for h is  patience, sup p o rt an d  m eticu lousness. 
I w ould also like to th a n k  all of my clien ts a n d  research  p artic ip an ts  
for the  privilege of being invited to en te r the ir personal worlds. T hank  
you to my clinical supervisors, especially those  who have helped m e to 
have faith  in  myself.
1 owe th a n k s  to my family w ithou t w hom  I would n o t have been able to 
com plete th is  doctorate. In particu lar, I w an t to th a n k  my m um  for h e r 
unconditional love an d  for alw ays know ing exactly w h a t 1 needed. For 
h is  unw avering love an d  su p p o rt an d  for keeping m e sane  th rough  th e  
h a rd  tim es, 1 would like to th a n k  my w onderful p a rtn e r Andy Brown.
I would like to dedicate th is  portfolio to, fellow traveller, J e n  W hyatt. 
She is my insp iration , my rock, my confidant an d  my b est friend. 
Here’s to  never forgetting ou r car journeys!
Contents
Page
♦ Introduction to the portfolio 1
♦ Academic dossier 1 0
In troduction  11
Essay: Confidentiality in m ultidisciplinary team s: The 1 2
experience of a  tra inee  counselling psychologist.
Essay: D iscuss a n  aspec t of th e  therapeu tic  rela tionsh ip  3 2
In relation  to  psychoanalytic ideas.
Essay: In cognitive therapy, therapeu tic  change is n o t 4 4
dependent upon  the  therapeu tic  system  of delivery 
b u t on th e  active com ponents w hich directly 
challenge the  clien t’s  faulty appra isa ls . D iscuss.
Report: Psychopathology Report: w ith reference to the  6 3
s tan d ard  psychiatric  classificatory schem es (DSM IV 
an d  ICD-10) d iscu ss  the  possible various diagnoses 
th a t  m ay be considered in  th is  case. From  the  
case m aterial, outline the  m ost likely diagnosis a n d  
say why you th in k  the  c lien t fits in to  th is  p a rticu la r 
category. Also include a  brief d iscussion  of any 
fu rther inform ation or a sse ssm en ts  th a t  you m ight 
th in k  necessary  in  th is  instance.
Appendix 81
♦ Therapeutic practice dossier 8 8
In troduction  8 9
D escription of placem ents: F irst year p lacem ent 9 0
Second year p lacem ent 92
Third year p lacem ent 94
Final Clinical Paper: Integrating theory, research  an d  97
practice.
^ Research dossier 1 2 4
In troduction  1 2 5
Year 1: A critical analysis of trea tm en t app roaches for 1 2 6
alcohol problem s w ith a  focus on h arm  reduction  
from the  perspective of counselling psychology.
Appendix 1 7 7
Year 2: C lients’ beliefs ab o u t the ir alcohol problem : the  effects 1 7 8
of a ttribu tion  on the  experiences an d  expectations of 
therapeu tic  intervention.
Appendices 2 2 8
Year 3: Valued outcom es of trea tm en t for people w ith a n  2 4 6
alcohol problem.
Appendices 3 0 2
Introduction to the portfolio
W hen read ing  th is  portfolio it is im portan t to consider th e  contex t in  
w hich the  pieces were w ritten. In particu lar, I am  aw are th a t  the  
pieces of w ork w ithin the  portfolio have been shaped  by my 
subjectivity an d  by my personal a n d  professional developm ent. In 
re tu rn , the  experience of com pleting the  w ork h a s  im pacted u p o n  me. 
This in troduction  in tends to provide the  reader w ith som e inform ation 
ab o u t th e  n a tu re  of my subjectivity and  of my personal an d  
professional developm ent. It a im s to help the  reader to u n d e rs ta n d  
how an d  why I chose p a rticu la r topics for enquiry, my perception of 
th e  a reas  I have focused on an d  how I have m ade sense  of th e  
m aterial. I will s ta r t  by saying som ething  ab o u t my rea so n s  for 
choosing to study  counselling psychology a s  th is  will d em onstra te  the  
sta rting  po in t for my developm ent. I shall th e n  exam ine how th e  pieces 
of w ork corresponded w ith my developm ent over each  year of th e  
course. In addition, I will h ighlight th e  links w ithin an d  betw een th e  
th ree  dossiers.
Choosing counselling psychology?
1 h ad  alw ays been in terested  in people an d  rela tionsh ips, a n d  th is  w as 
reflected w hen I chose my ‘A’ level subjects. W hilst the  college I 
a ttended  d id n ’t  offer psychology, th ro u g h  studying  H um an  Biology, 
Theatre S tud ies and  Sociology 1 gained som e u n d ers tan d in g  ab o u t th e  
physical, m otivational and  relational a ttr ib u te s  of individuals. I w as 
especially im pacted upon  by p articu la r sociological concepts, th e  way 
they  challenged the  assu m p tio n s th a t  I d id n ’t  even know  I h a d  a n d  
dism antled  the  ways in  w hich m eaning  w as constructed .
D uring my final year a t  college, a  friend of m ine developed eating  
difficulties. She w as residen t in  a  u n it th a t  based  its  in terven tions on 
the  12-step m odel of change. F riends an d  family were encouraged to 
a tten d  group m eetings and  during  these  m eetings I w as s tru c k  by th e  
way th a t  a  variety of difficulties involving eating, d rug  a n d  alcohol use , 
gam bling an d  shopping were all constructed  a s  different versions of 
the  sam e problem : an  addictive personality . This experience sparked  
my in te res t in  the  a rea  of addiction.
W ith my in te res t in  various aspec ts  of the  h u m an  m ind consolidated, I 
chose to study  psychology a t  university. This served to increase  my 
u n d ers tan d in g  fu rth er and  exposed me to a  variety of a reas  h u m an  
developm ent an d  functioning, su ch  a s  perception, cognition an d  
evolution. W hilst I greatly enjoyed th is  degree, it w as m ostly 
theoretical w ith a  few research  activities a n d  I longed to leam  how to 
p u t  all th is  knowledge in to  practice.
My first job  after g raduating  w as in  a  hosp ita l for people w ith acquired  
b ra in  injuiy. This w as my first opportun ity  to  p u t  my theoretical 
knowledge in to  practice. I s ta rted  to see th e  utility of cognitive an d  
behavioural approaches b u t  also som e of the  lim itations. People did 
n o t always respond  in  the  way th a t  the  theo iy  suggested an d  though  
the  theoiy  w as precise, it relied upon  my own h u m an , an d  therefore 
idiosyncratic, judgem ent. I found my w ork veiy rew arding an d  knew  
th a t  I w anted  to gain a  be tter com prehension  of people’s  difficulties 
and  to discover how  to help them  to u n d e rs tan d  them selves a n d  learn  
how to change.
Through th is  experience, I realised th a t  tra in ing  w as required  to 
enable me to really leam  how to in tegrate  theo iy  an d  research  in to  
practice. In deciding the  form of train ing , I w as draw n by the  prim acy 
of the  hum an istic  value system  purported  in the  counselling
psychology prospectus. 1 w as also a ttrac ted  by the  variety of m odels 
covered a n d  by th e  em phasis on  in tegration. On reflection, I cam e to 
the  course th ink ing  I w ould learn  how to 'do i t ’.
How do I  'do i f?
The key a rea  of developm ent in  my first year of th e  course  w as 
realising th a t  there  w as no 'recipe book’ for therapy  an d  I w a sn ’t  going 
to be ta u g h t how to 'do it’. The anxiety th a t  I felt in  relation  to 'no t 
know ing’ w as fu rth er com pounded by my age. I b lended in  w ith my 
cohort in  term s of gender, class, ethnicity  an d  cu ltu re , i.e. we were 
nearly  all female, m iddle class, w hite and  w estern , I differed in te rm s 
of age. I w as th e  youngest m em ber of th e  group an d  though  there  were 
o ther tra inees who were a  sim ilar age, th is  did appear to be the  a sp ec t 
th a t  m em bers of th e  group u sed  to differentiate them selves. The issu es  
of uncerta in ty  an d  you th  affected my w ork during  th is  year.
The orien tation  of my first year p lacem ent w as cognitive-behavioural 
w hich I found helpful a s  th is  w as the  approach  1 h ad  u tilised in  my 
previous job  a n d  1 w as m ore fam iliar w ith  th ese  concepts. However, a s  
I h a d  previously experienced, the  application  of cognitive behavioural 
therapy  (CBT) relied upon  the  u se  of my judgem ent. My ability to 
develop an d  tru s t  my own judgem en t w as d im inished by th e  salience 
of my youth . My response to  noticing th a t  I w as younger th a n  my 
colleagues w as to feel inexperienced an d  lacking in  im portance. The 
effect of th is  w as th a t  I tended  to rely heavily on  my supervision 
during  th e  first h a lf of my placem ent an d  I felt anx ious w hen talk ing  in 
group situations.
Early on in  th is  year, I wrote the  essay  concerning confidentiality in 
m ulti-disciplinary team s. This w as a n  issu e  I h a d  experienced an d  my
anxiety over 'no t know ing’ w as reflected in  th is  essay  a s  I explored the  
role of h u m an  judgem en t in relation to b reaks in  confidentiality. Due 
to the  p ertinen t n a tu re  of th is  topic I w as greatly encouraged w hen I 
received feedback on th is  essay  sta tin g  th a t  I appeared  to be 
developing 'informed an d  thoughtfu l ju d g em en t’.
As the  year progressed, 1 s ta rted  to see some of the  m ore positive 
aspec ts  of my youth . I refram ed my inexperience a s  having 'fresh eyes’ 
w ith w hich to look anew  a t  a  c lien t’s  experience a n d  my lack  of 
im plicit knowledge a s  helping m e to challenge c lien ts’ assum p tions. 
W hilst I m ay n o t have h ad  the  sam e experience a s  a  client I began to 
value th is  a s  it m ean t th a t  I w as less likely to over identify w ith them  
and  1 gained experience of learn ing  to enquire, question  a ssu m p tio n s  
ahd  em path ise  w ith th e  o th e r’.
My in te res t in  the  a rea  of addiction w as distilled in to  a n  in te res t in 
alcohol problem s. This related  to my socio-cultural position in  te rm s of 
c lass an d  cu ltu re. Being educated  to  a  high s ta n d a rd  in  w estern  
society h ad  influenced my value system  an d  I tended  to favour 
individuality, action, logic an d  self-reliance. My belief in  my own self- 
control m ade m e sceptical of the  idea th a t  som e people m ay have an  
addictive personality , an d  no  control over certain  su b stan ces. I chose 
to focus my research  in  the  a rea  of alcohol problem s an d  em barked 
upon  a  lite ra tu re  review in th is  area. This review focused on  th e  
various app roaches to trea tm en t for alcohol problem s.
The lite ra tu re  review w as w ritten  gradually  th ro u g h o u t th e  year an d  
w as regularly reviewed and  revised w ith th e  help of supervision. Early 
on in th is  process, possibly due  to my lack of confidence, 1 found  it 
difficult to th in k  ab o u t the  m odels th a t  1 w as reviewing critically. 
W hilst I w as sceptical ab o u t the  d isease m odel of alcohol problem s, it 
w as easy to feel convinced by each  m odel a s  I read  it. By in troducing  a
fram ew ork to exam ine th e  m odels (i.e. th e  principles of counselling 
psychology) 1 s ta rted  to be able to exam ine the  app roaches from a  
m ore critical perspective. W hilst it w as no ted  in the  feedback on th is  
review th a t  my argum en ts were ‘generally persuasive’ it w as also noted 
th a t  a t  tim es they were sim plistic. At th is  po in t in my developm ent, 
th is  represen ted  a n  appropria te  app ra isa l a s  I w as developing 
confidence in my ability to u se  my judgem en t critically. Having re­
exam ined som e of my original a rgum en ts in  th is  paper, I have chosen  
no t to re-w rite it a s  I would were I w riting it a t  p resen t a s  1 feel th a t  it 
reflects my developm ental position a t  th a t  time.
Looking back  on  th e  w ritten  w ork from my first year I noticed how the  
pieces appeared  to reflect a  search  for th e  ‘righ t’ answ er, w hether it 
w as w hen I should  b reak  confidentiality or w h a t w as th e  ‘righ t’ 
trea tm en t approach  for a  counselling psychologist w orking w ith people 
w ith an  alcohol problem . At th is  stage I feel th a t  I w as com ing from a  
som ew hat ‘rea lis t’ epistem ological position a s  it seem s th a t  I felt th a t  
there  w as a  tru th  if only I could find it.
Coming u p  to the  second year I w as nervous ab o u t w orking from a  
psychodynam ic perspective, a s  I felt m ore com fortable w ith  the  logical 
CBT. I w as looking forward to my p lacem ents especially th e  
opportunity  to  work w ith children, b u t w as already co nstruc ting  it a s  
my h a rd e s t year.
Logic versus intuition
By the  s ta r t  of year two, I felt th a t  I h a d  become associated  w ith CBT 
no t only by my own preference, b u t  also by those  in my cohort w ho 
viewed th is  a s  my streng th . Therefore, I rep resen ted  psychodynam ic 
theoiy  a s  ‘the  o th er’ model. It seem ed alien  to me a n d  m y search  for
how  to ‘do it’ an d  w ha t w as ‘righ t’ were fu rth er fru stra ted  a s  th is  
approach  appeared  to rely even m ore heavily on my own judgem ent, 
u sing  my self-aw areness ra th e r  th a n  my logic and  ‘being w ith ’ ra th e r  
th a n  ‘doing to ’. W hilst I valued these  principles in theo iy  I w as anx ious 
ab o u t applying them  in practice.
My anxiety ab o u t w orking w ith th is  model did initially inh ib it my 
ability to work w ith clients. Early in  the  year clients appeared  to pick 
up  on  my anxiety a n d  a  couple w ithdrew  from therapy , possibly 
because  they d id n ’t  feel safe w ith me. One p a rticu la r child client took 
advantage of my anxiety in  o rder to p u sh  the  boundaries of o u r 
session, for exam ple refusing  to leave or throw ing toys an d  pain t. W ith 
constructive help  from the  course  team  and  my supervisor, I overcam e 
the fear of n o t being ‘righ t’ an d  m ade m ore u se  of my judgem ent, 
in tu ition  a n d  feelings. As I explored different psychodynam ic m odels 
an d  found som e th a t  intuitively appealed to me, my client w ork began 
to improve an d  by the  end of the  year I felt th a t  I h ad  been  able to 
m ake psychodynam ic theories feel m uch  m ore like ‘my ow n’ an d  m uch  
less like ‘the  o th e r’.
T hough I tended  to see a  d istinction  betw een my experiences of ‘doing’ 
and  ‘being’, the  w ritten  work helped m e to m ake links betw een the  
two. The psychodynam ic theo iy  essay  w as focussed u pon  th e  role of 
the  therapeu tic  rela tionsh ip  a n d  I chose to link  th is  m ore specifically 
w ith my previous exploration of t ru s t  in  the  therapeu tic  rela tionsh ip . 
By using  a  different, less pragm atic  model to explore the  sam e asp ec t 
of the  therapeu tic  rela tionship  I w as able to th in k  ab o u t it from bo th  
perspectives an d  becom e aw are of th e  sim ilarities an d  differences. In 
addition, having to write a  diagnostic psychopathology p ap er du ring  
the  psychodynam ic year helped to re ta in  a  sense  of com bining th e  u se  
of in tu ition  and  logic.
In a  sense, th is  departu re  from a n  over-reliance on logic m irrored a  
change in  my epistem ological s tance  tow ards critical realism . This 
approach  a tte s ts  th a t  a  ‘real w orld’ ex ists th a t  h a s  regularities a n d  is 
am enable to analysis, explanation  an d  change. However, it 
acknow ledges the  ‘social co n stru c tio n ’ of reality, assu m in g  th a t  reality 
can  never be know n w ith certain ty  an d  th a t  all o u r u n d ers tan d in g s  
are essentially  tentative. In relation  to  my research  during  th is  year, 
th is  stance  w as reflected n o t only in my choice of d a ta  analysis. 
In terpretative Phenom enological Analysis, b u t also in  th e  topic of my 
research . I aim ed to investigate th e  im pact of c lien ts’ beliefs ab o u t 
the ir alcohol problem  on the ir experiences of therapy, acknow ledging 
the  im pact of the ir subjectivity on the  way th a t  they experienced 
trea tm en t.
The research  im pacted u pon  m e personally  an d  professionally. O n a  
personal level, I w as touched  by how  open th e  pa rtic ip an ts  were 
willing to be w ith me on th is  one-off m eeting. I interviewed four people 
who h ad  found a tten d an ce  a t  Alcoholics Anonym ous helpful an d  my 
scepticism  of th is  approach  dim inished. For these  p a rticu la r 
individuals, w ith the ir p a rticu la r se t of experiences an d  beliefs, th is  
approach  h ad  helped them . They inform ed m e th a t  by adm itting  th e ir 
pow erlessness over alcohol they  h ad  gained control in o ther a re a s  of 
the ir life. This is n o t to say th a t  I w as a  convert, b u t my com m itm ent 
to a ttend ing  to th e  individual beliefs an d  perceptions of a  c lien t in  
order to offer th e  b est trea tm en t package possible w as reinforced.
Overall, my second year m arked a  tran sitio n  from ‘doing’ to ‘being’ an d  
from exclusiveness of ideas and  concepts to th e  beginning of 
inclusiveness. 1 s ta rted  the  th ird  year w ith  th e  ta sk  of in tegration  in 
m ind.
Use of se lf and integration
The key a reas  of developm ent during  my final year were developing my 
integrative approach  to practice an d  learn ing  how  to deal w ith  my 
increased  sensitivity to negative feedback. My final clinical paper 
provided me w ith th e  opportun ity  to explore these  issu es  in  detail so 
in th is  section I will tiy  to focus on a reas  n o t covered in  th is  essay.
Due to being n ea r the  end  of the  course an d  w ith th o u g h ts  of ‘p assin g ’ 
or ‘failing’ recurring  in  my though ts , I becam e sensitive to  negative 
feedback. This affected my clinical w ork a s  I felt re lu c ta n t to challenge 
c lients an d  afraid th a t  they  w ould experience criticism  a s  painfully a s  1 
did. W ith constructive ass is tan ce  from the  course an d  my supervisors, 
I w as able to u se  my personal therapy  to explore th e  n a tu re  of my 
d is tress  an d  to  u se  cognitive techn iques to challenge m y negative 
though ts . Over the  course  of the  year, I began to refram e my 
sensitivity a s  a  s treng th  th a t  could help  m e to a ttu n e  to clients. W hen 
w riting my final clinical paper, I w as able to  reflect u pon  my th ree  
years of tra in ing  an d  th e  way in  w hich my personal challenges h ad  
im pacted upon  my personal developm ent.
My academ ic work com pleted du ring  th is  year also  d em onstra tes  a  
coming together of ‘doing’ an d  ‘being’ and  of ‘logic’ a n d  ‘feeling’. In my 
essay  regarding th e  role of th e  therapeu tic  rela tionsh ip  in  CBT, I 
a ttem pted  to explore how  cognitive m odels of therapy , th a t  
traditionally  focus on the  technical com ponents of change, have 
in tegrated  ideas relating to the  im portance of the  th erap eu tic  
rela tionship  in to  the ir theoretical understand ing . This endeavour 
appears  to dem onstra te  a  type of assim ilative in tegration  th a t  com es 
from openness to postm odern  values of dialogue am ong different 
theoretical trad itions.
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My tran sitio n  from a  critical rea lis t position to greater apprecia tion  of 
postm odern ist values w as in itiated  by my a ttem p t a t  in tegration. The 
postm odern  principles of con tex tualism  (an event can  only be stud ied  
w ithin its  setting, n o t in  isolation) an d  p luralism  (there is m ore th a n  
one tru th fu l theory or perspective from w hich to view a  phenom enon) 
helped to increase my aw areness of the  difficulties a n d  opportun ities 
associated  w ith integration.
My final research  project provided m e w ith  the  opportun ity  to  apply 
p luralistic  values empirically. The project w as based  on c lien t’s 
subjective values draw n partly  from qualitative resea rch  w hilst the  
d a ta  were analysed  using  quan tita tive  sta tistica l analysis. This 
dem onstra tes th e  in tegration  of different w ays of valu ing  knowledge 
an d  m anaging data . A lthough I w as d isappoin ted  to  receive so few 
responses despite all my efforts to rec ru it p a rtic ip an ts  for th is  study , I 
a ttem pted  to m ake the  b est u se  o u t of the  d a ta  I did ob tain . I feel th a t  
I benefited from th is  experience an d  w ould be m ore able to overcome 
su ch  lim itations in th e  fu ture. I hope th a t  th is  piece will be considered 
in the  context of the  b est th a t  could be done given th e  tim e restric tions 
an d  unavoidable recru iting  difficulties.
Conclusion
I hope th a t  th is  in troduction  h a s  provided th e  reader som e idea  of how 
the  pieces of work con tained  in th is  dossier relate to my developm ent 
an d  subjective standpo in t. The dossiers a re  all prefaced by a  sh o rt 
in troduction  concerning the  re la tionsh ip  betw een th e  w ork over the  
th ree  years. I hope th a t  th is  w ork will dem onstra te  a  developm ent in  
my ability to in tegrate  theoiy, research  an d  practice.
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Introduction to the Academic Dossier
The academ ic dossier co n ta in s th ree  academ ic essays an d  one report. 
The first essay  w as w ritten  during  my first year of tra in ing  and  
d iscusses the  issue  of confidentiality in  m ultid isciplinary  team s an d  
it’s  im plication for t ru s t  in  th e  therapeu tic  relationship . The second 
essay, w ritten  during  my second year of train ing , con tinues w ith  the  
them e of t ru s t  an d  the  therapeu tic  relationship , b u t  from a  
psychodynam ic po in t of view. The final essay, w ritten  du ring  my final 
year, d iscusses the  degree to w hich cognitive therapy  m akes u se  of the  
therapeu tic  re la tionsh ip  a s  a  vehicle of change. The report exam ines 
the  various possible d iagnoses th a t  m ight be considered w ith  reference 
to a  case  study, using  s ta n d a rd  psychiatric  classificatoiy  schem es 
(DSM IV an d  ICD 10).
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C onfidentia lity  in  m ultid iscip linary team s: The exp erien ce  o f  a 
cou n sellin g  p sych olog ist in  training.
As a  first year counselling psychology tra inee  I expect to be faced w ith 
a  n u m b er of challenging s itu a tio n s in  w hich I will have to  u se  my 
judgem en t in order to come to a  final decision. The m ost difficult 
s itua tion  in  w hich to m ake a  decision are  ones concerning  a n  eth ical 
dilem m a. Among clinical psychology tra in ees the  m ost frequently  cited 
ethical difficulty is th a t  of confidentiality, creating  a  ‘dilem m a betw een 
inform ing o th ers  an d  th rea ten ing  th e  therapeu tic  alliance, or keeping 
the  inform ation confidential a n d  risk ing  e ither legal san c tio n s or 
exposing the  client to r isk ’ (Kent & McAuley, 1995, p. 27). W hen 
working in  a  m ultidisciplinary team  th is  type of dilem m a h a s  to be 
faced frequently a s  inform ation ab o u t c lien ts is pooled w ith  th e  aim  of 
providing be tter care (Gater, Goldberg. Jack so n , J e n n e tt, Lowson, 
Ratcliffe, S araf 85 W arner, 1997).
Being on a  p lacem ent in psychiatric rehab ilita tion  m eans w orking w ith  
clients suffering from severe m en tal illness, alongside a  n u m b er of 
professions con tribu ting  to th e  c lien ts’ long term  care (Gournay, 1995). 
The Care Program m e Approach (CPA) policy requ ires clear 
docum entation  an d  com m unication  betw een professionals in  order to 
provide th e  client w ith th e  b est care for th e ir needs an d  to  provide a  
way of m onitoring a n d  reviewing progress a n d  relapse risk. This clearly 
ind icates th a t  confidentiality betw een th e  client an d  the  p rofessionals 
working w ith them  is n o t absolu te , b u t w h a t is the  effect of th is?
W hatever the  therapeu tic  approach , th e  rela tionsh ip  betw een th e  
client an d  the  th e rap is t is considered im portan t (Woolfe & D iyden,
1997). In fact th e  increasing  aw areness am ong m any psychologists of 
the  im portance of th e  therapeu tic  rela tionsh ip  a s  a  crucial variable in
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w orking w ith  people is  one factor th a t  influenced th e  developm ent of 
counselling psychology (Woolfe, 1997). The rela tionsh ip  betw een the  
c lien t a n d  the  th e rap is t is n o t s tra ig h t forward a n d  a  n u m b er of 
different em phases a n d  descrip tions are  employed depending on  o ne’s 
theoretical orien tation . For exam ple, C larkson (1998) investigated th e  
n a tu re  of th e  therapeu tic  rela tionsh ip  acro ss app roaches an d  
discovered five different k inds of rela tionsh ip  in  the  litera tu re:
‘working alliance; th e  transference  - coun tertransference  relationship; 
th e  developm entally needed o r reparative rela tionsh ip ; th e  person  to 
person  or real relationship; a n d  th e  tran sp erso n a l re la tionsh ip ’ (p.84).
The key co n stitu en ts  of th e  therapeu tic  rela tionsh ip  in  person -cen tred  
counselling psychology a re  em pathy, accep tance a n d  congruence 
(Woolfe, 1997). Confidentiality is fu ndam en ta l to th ese  re la tionsh ip s 
because  th e  veiy in tim ate  n a tu re  of the  divulging of inform ation can  
only take  place in  a  rela tionsh ip  based  on  t ru s t  (Bond, 1994). 
Therefore, in  practice a  key aim  is  th e  estab lish m en t of a  tru s tin g  
relationship . This can  be difficult for th e  c lien t w hose anx ieties a b o u t 
the  th e rap is t m ay interfere w ith th e ir desire to  be h o n e s t (Brown & 
Redder, 1994).
In order to develop a  tru s tin g  rela tionsh ip  th e  th e rap is t needs to  be 
respectful a n d  non-judgem ental an d  th en  ‘if a n d  w hen th e  p a tien t 
finds th a t  th e  doctor can  be tru s ted  w ith h is  confidences, an d  is on  h is  
side, th e  foundation  is  laid for a  working alliance' (Brown & Redder, 
1994, p.71). W ithin th e  working alliance o r therapeu tic  re la tionsh ip , 
c lien ts m ay th e n  begin to  have th e  confidence to reveal th e ir  ‘rea l’ 
problem s, opening u p  the  possibility for recoveiy (Brown & Redder,
1994).
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It ap p ea rs  to  be  im p o rtan t to  estab lish  a  therapeu tic  re la tionsh ip  w ith 
a  client in  o rder to be able to w ork effectively. In p a rticu la r c lien ts 
need  to feel th a t  w hatever h a s  been disclosed will n o t be u sed  to h a rm  
th em  (Bond, 1994). In  som e approaches, confidentiality is  seen  a s  a  
veiy im portan t factor in  the  process of therapy. For exam ple, the  
app roach  of ‘com m unicative psychoanalysis’, w here i t  is  perceived th a t  
the  clien t’s unconscious expectations of therapy, w hich a re  referred to 
a s  th e  ‘secured  fram e’, include th e  com ponent th a t  ‘th e  analysis 
shou ld  be com pletely confidential’ (Sm ith, 1999, p. 196). According to  
th is  theoiy , deviations from th e  fram e include any  b reak  in 
confidentiality su c h  a s  d iscussion  w ith  th ird  parties, read ing  referral 
no tes  or tak ing  n o tes  in  th e  session. The th e ra p is t’s aim  is to  identify 
w hen  th e  fram e h a s  been  violated an d  to  take  s tep s  to  rectify th is  
(Sm ith, 1999).
The im portance of confidentiality in  th e  therapeu tic  re la tionsh ip  is 
re iterated  by a u th o rs  w ho identify th e  possible negative consequences 
of lim ited confidentiality. For exam ple, Roback & Shelton  (1995) s ta te  
th a t  ‘w ithout the  perception of confidentiality, p a tien ts  will postpone 
trea tm en t - p e rh ap s m aking th e ir problem s m ore se rious an d  
expensive to  tre a t - o r will avoid sh a rin g  highly personal inform ation  
because of fear of public exposure a n d  social consequences’ (p. 185). 
Also, K ahn (1996) sees confidentiality a s  one of the  basic  g round  ru les  
of therapy  w hich m u s t be observed, em phasising  th a t  even slight 
b reeches of confidentially can  be m agnified by th e  c lien t in to  a  m ajo r 
betrayal. It appears  th a t  c lien ts need  to  feel th a t  in  psycho therapy  th e  
norm al social ru les are  su spended  a n d  th a t  it  is safe to ta lk  a b o u t 
difficult issu es  (Holmes an d  Lindley, 1989).
The im pact of confidentialify issu e s  h a s  been  recognised a n d  h a s  
resu lted  in  a  nu m b er of guidelines being generated  for counsello rs.
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psycho therap ists , an d  psychologists (British A ssociation for 
Counselling, 1993; B ritish Psychological Society, 1998; U nited 
Kingdom Council for Psychotherapy, undated). The com m on elem ent 
in these  guidelines is th a t  confidentiality shou ld  be pro tected  a s  far a s  
possible an d  clien ts should  be inform ed ab o u t any  s itu a tio n s  w here 
there  m ay be a  need to b reak  confidentiality.
There are  m any different views ab o u t the  ex ten t to w hich 
confidentiality shou ld  be protected w ith  som e recom m ending th a t  all 
counselling shou ld  be totally confidential (Einzig, 1989). O thers accep t 
th a t  th e rap is ts  m ay be faced w ith com peting obligations, i.e. to  th e  
referral agency, an d  th a t  it m ay also be considered to be in  th e  b est 
in te res ts  of good practice th a t  som e inform ation ab o u t th e  counselling  
is sha red  in a  controlled way w ith colleagues, or betw een agencies 
(British Association for Counselling, 1993). In all cases, it seem s to be 
agreed th a t  the  client shou ld  be told w here they s ta n d  in  re la tion  to 
confidentiality (Munro, M anthei & Small, 1988). However, w hilst 
historically based  on the  Hippocratic oa th , the  eth ical a n d  m oral 
trad ition  of confidentiality is com plicated by pragm atic concerns su c h  
a s  th e  legal, econom ic an d  social conditions of m odem  society’ 
(Roback & Shelton, 1995, p. 186). There are  a  nu m b er of w ays in  w hich 
confidentiality is protected an d  broken  in  contem porary  society.
Confidentiality is protected by law concerning obligations of 
confidence. S itua tions in w hich these  obligations m ay arise  include, 
no t only the  expressed term s of a  con tract, b u t  sim ple s ta tem en ts  a n d  
verbal agreem ents th a t  th e  inform ation d iscussed  shou ld  be 
confidential an d  assu m p tio n s ab o u t th e  n a tu re  of th e  re la tionsh ip  
(Cohen, 1992). These obligations m u s t be upheld  u n le ss  b reak ing  th e  
confidence is defensible in law or legal penalties will be in cu rred  on  
refusal of disclosure. It is the  responsibility  of the  p rac titioner to be
15
Academic Dossier
aw are of the  legal im plications of th e ir work, including  th e  general 
legal requ irem ents concerning giving an d  w ithholding inform ation, and  
to seek professional su p p o rt an d  guidance a s  necessary  (British 
Psychological Society, 1998).
Bond (1994) identifies s itu a tio n s w here breaking  confidentiality is 
defensible: w hen co n sen t is  given by th e  client; w hen the  inform ation 
is publicly know n an d  w hen public in te res t in  pro tection  of 
confidentiality is  o u t weighed by public in te res t in  the  disclosure  e.g. 
‘the  public good’. He also describes how  breaking confidentiality m ay 
be m andatory  w hen affected by s ta tu te s  requiring the  d isclosure  of 
confidential inform ation e.g. prevention of terrorism  a c t (1989) or 
judges requiring th a t  the  counsellor answ ers questions in  court. 
However, there  are  no  cases of counsellors being sued  for b reach  of 
confidence (Bond, 1994) an d  a  suprem e co u rt ru ling  in  th e  U nited 
S ta tes of America se t a  p residen t for privileged com m unication  
betw een client and  th e rap is t (DeBell & Jo n es, 1997). Bond (1994) also 
s ta te s  th a t  th e ra p is t’s no tes a re  n o t pro tected  from disclosure  if they  
are required in cou rt an d  co n trac tu a l term s of em ploym ent m ay lead 
to a n  obligation of disclosure. It is accepted th a t  ‘th e  legal position  is 
n o t s tra ig h t forw ard’ (Hingley, 1996, p.22) and  th a t  th e  th e ra p is t is 
faced w ith a  ‘ba lance of r isk ’ w here they w ish to  p ro tec t th e  c lien t’s 
in te res ts  by upholding th e  confidentiality, b u t need  to p ro tec t the  
client from h a rm  an d  ac t in public in te res t (Hingley, 1996).
S haring  inform ation in a  m ultid isciplinary  team  is also a  breech  of 
confidentiality, b u t can  also be seen  a s  helpful or necessary  for th e  
b est possible care of the  client. The benefits of m ultid isciplinary  team  
working include: be tter quality  decisions; c lear roles an d
responsibilities; greater com m itm ent to th e  care p lan; one team  
coming together a s  one voice a n d  m u tu a l su p p o rt a n d  encouragem en t
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(Gorman, 1998). C om m unication betw een group m em bers is  vital so 
th a t  th e  client c an  be understood  from a  n u m b er of perspectives an d  
can  th u s  be trea ted  appropriately  (Gorm an, 1998). There a re  a  n um ber 
of w ays in  w hich inform ation ab o u t clients can  be shared  in 
m ultid isciplinary  team s. These a re  prim arily team  m eetings, b u t  can  
be oral o r w ritten , su ch  a s  client no tes a n d  reports.
In my experience of w orking in a  m ultid iscip linary  team  com prising a  
psych iatris t, occupational th e rap is t, co n su lta n t clinical psychologist, 
speech  an d  language therap is t, a r t  therap is t, clinical m anager, an d  
n u rs in g  staff, th e  prim ary venue for com m unication  w as th e  weekly 
case  conference. At these  m eetings two or th ree  cases were d iscussed , 
th e  c lien t’s  p rogress w ith regards to  th e  recom m endations from  la s t 
case  conference w as presen ted  w ith  each  person  involved in  th e ir care 
disclosing som ething a b o u t how  th e  client h a s  been  functioning  in 
th e ir group or individual session. This inform ation exchange allowed 
each  profession to  see th e  client in  th e  con tex t of th e ir  daily existence 
outside the  p a rticu la r b oundaries of the ir own experience.
On a  nu m b er of occasions, I found these  m eeting usefu l for gaining a  
b e tte r u n d ers tan d in g  of a  client. For exam ple, Ms. S, a  clien t w ho w as 
diagnosed w ith borderline personality  d isorder (American Psychiatric 
Association, 1994) th a t  I h ad  seen  for 18 sessions, described  h e r 
feelings of anxiety an d  m is tru s t du ring  o u r individual sessions. W hen 
d iscussing  how  she  coped w ith  h e r  anxiety, she  described h e r  cravings 
for d rugs an d  self-harm  a n d  indicated  th a t  she  cou ldn’t  ta lk  to  anyone 
in  the  rehabilitation  u n it, a s  they  were ‘all ag a in st h e r’. However, in  a  
case  conference it w as revealed th a t  Ms. S h a d  been confiding in  o th er 
sta ff m em bers an d  build ing u p  a  supportive re la tionsh ip  w ith  h e r  case  
m anager. W hen reflecting th is  back  to  Ms. S in  a n  individual session  it 
w as possible to help h e r to  recognise th e  im provem ents in  h e r  ability
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to cope w ith anxiety. I also felt th a t  the  case  conferences provided me 
w ith feedback on my own work an d  a n  opportun ity  to con tribu te  to 
the  pool of inform ation.
The w ritten  elem ent of sharing  inform ation concerns m ultid isciplinary  
n o tes an d  reports. This is necessary  to provide o th er team  m em bers 
involved in  the  c lien t’s  care w ith the  appropria te  inform ation ab o u t th e  
form ulation of the  clien t’s difficulties an d  the  in terventions being 
conducted  and  also to inform  those who m ay be involved in th e  c lien t’s 
care in  th e  fu tu re  (Hingley, 1996). S haring  inform ation in  team s is 
seen a s  necessary  to fulfil th e  ‘practical a n d  e th ical requ irem en t of 
effective care ’ (Hingley, 1996, p.22). There are  guidelines su rro u n d in g  
the  protection of w ritten  inform ation (British Psychological Society,
1998).
Again, my personal experience w as th a t  these  no tes an d  repo rts  were a  
great source of inform ation th a t  allowed th e  team  m em bers to  form a  
m ore rounded  an d  com plete form ulation of the  c lien t’s problem s. For 
exam ple, Mr. M, a  client th a t  h ad  been  diagnosed w ith schizo-affective 
d isorders (American Psychiatric Association, 1994) th a t  I h a d  seen  for 
16 sessions, refused to ta lk  ab o u t h is  family o ther th a n  occasionally 
referring to som e ‘foster p a re n ts ’. I h ad  som e idea th a t  th is  m ay be 
related to one of h is  delusional beliefs, b u t  I could n o t be su re . W hen 
exam ining h is  no tes I w as able to discover th a t  th e  people he  referred 
to a s  h is  ‘foster p a re n ts ’ were h is  biological p a ren ts  an d  th a t  th is  w as 
indeed a n  expression of one of h is  delusional beliefs. O ther 
background inform ation taken  from h is  no tes allowed m e to co n s tru c t 
a  form ulation ab o u t Mr. M’s  problem s th a t  w ould have been  difficult 
otherwise, considering th a t  the  sessions were dom inated  by h is  
responses to auditory  ha lluc ina tions an d  th a t  he w as re lu c ta n t to  ta lk  
ab o u t h is  childhood.
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However usefu l I m ay have found these  experiences of sh aring  
inform ation, th e  im pact m ay n o t have been  so positive for the  client. 
Violations of confidentiality have been show n to  have a  dam aging 
effect on  the  therapeu tic  re la tionsh ip  (Murphy, D eB em ardo, & 
Shoem aker, 1998). The negative effects of th is  can  include: delayed 
entry  in to  trea tm en t (Lindethal & Thom as, 1982); w ithholding of 
sensitive or potentially  dam aging inform ation (Shum an & W einer, 
1982) an d  non-disclosure of negative feelings or in ten tio n s (Wise, 
1978). Respectively, th is  can  m ean  w orsening of problem s, n o n ­
productive therapeu tic  in teraction  an d  risk  to the  client o r o thers. 
However, these  negative effects have been  found to be related  to  th e  
con ten t of th e  inform ation disclosed, th e  recip ient of th e  inform ation 
an d  the  p a tien t s ta tu s  (Roback & Shelton, 1995).
The type of inform ation th a t  c lien ts have been found to w ithhold  from 
their th e rap is ts  rarely involves th o u g h ts  of violence an d  are  m ost often 
in tim ate  inform ation ab o u t sexual th o u g h ts  or ac ts  (S hum an  & 
Weiner, 1982). The im pact of d isclosure to th ird  parties affects th e  
therapeu tic  rela tionsh ip  m ore adversely w hen th e  recip ient of th e  
inform ation m ay respond  negatively, su ch  a s  an  employer. It is less 
adversely effected w hen th e  d isclosure is  to a  family m em ber or 
an o th e r professional staff m em ber th a t  m ay be involved in  th e  c lien t’s 
care (Schmid, A ppelbaum  & Roth, 1983). This increased  im portance of 
confidentiality w hen faced w ith possible adverse reactions on 
disclosure is also related  to p a tien t s ta tu s . It h a s  been show n th a t  
inpa tien ts  are  m ore concerned ab o u t confidentiality th a n  o u tp a tien ts  
(McGuire, Toal & B lau, 1985). It is hypothesised  th a t  th is  m ay be due  
to the  perceived stigm a, increased  feelings of vulnerability  a n d  
dependence experienced by in p a tien ts  (Roback & Shelton, 1995).
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Considering th e  se tting  of m y placem ent, one w ould expect th e  c lien ts 
to have been m ore concerned ab o u t confidentiality, a s  they  were 
res id en ts  (or inpatien ts). This concern  m ay have been increased  if the  
inform ation they w ished to sh are  involved harm ful tendencies. I 
experienced th is  w ith  Ms. S. She h a d  freely disclosed feelings of 
anxiety an d  depression  during  o u r sessions a n d  reported th a t  sh e  h ad  
previously resorted  to d rugs u se  an d  self-harm  a s  a  way of coping w ith 
these  feelings. She w as adm itted  for trea tm en t u n d e r section th ree  of 
th e  m en ta l h e a lth  a c t (1983) after a ttem pting  to  com m it suicide an d  
h a d  disclosed su icidal feelings in  o u r sessions, a lthough  sh e  h a d  
expressed am bivalence a b o u t th is  a n d  h a d  n o t engaged in  any  self 
harm ing  behaviour for over a  year. At a  M ental H ealth  Review T ribunal 
Ms. S h a d  been tak en  off th e  section a n d  she  w as m anifestly  p leased 
a b o u t th is. However, th e  n ex t few sessions following th is  were 
characterised  by am bivalence over w ishing to disclose h e r anx ieties 
and  negative feelings, including th o u g h ts  of d rug  use , self-harm  an d  
suicide, ye t concern th a t  if sh e  disclosed th ese  feelings sh e  m ay be ‘p u t 
back  on  th e  section'. A lthough Ms. S h a d  initially been concerned 
ab o u t confidentiality, I h a d  explained th e  s itua tion  to h e r  clearly a n d  
she h ad  n o t referred to it for som e tim e. However, a fter th e  tr ib u n a l 
she  asked  w ho w ould see m y n o tes  a n d  expressed concerns a b o u t th e  
sharing  of inform ation a t  th e  weekly case  conference. A lthough th is  
behaviour dim inished to som e extent, she  con tinued  to  engagé in  
positive self-presentation  in  o u r sessions. This w as co n sis ten t w ith  th e  
previous findings a s  th e  decrease in  h o n e s t self-disclosure in  o u r 
sessions followed a  change in  th e  way she  perceived th a t  th e  sh a rin g  
of th a t  inform ation could affect her.
Analogue s tu d ies  have a ttem pted  to  investigate th e  different effects of 
lim ited confidentiality by presen ting  th e  research  sub jec t vHth different 
confidentiality conditions: com plete confidentiality; no  m ention  of
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confidentiality; clearly expressed non-confidentiality; general 
inform ation ab o u t th e  lim itations of confidentiality a n d  detailed 
inform ation ab o u t th e  lim itations of confidentiality (Meyer & Willage, 
1980; Nowell & Spruill, 1993). It w as discovered th a t  w hen  no  m ention 
of confidentiality w as m ade th e  inform ation divulged w as assu m ed  to 
be confidential. W hen confidentiality w as s ta ted  a s  being unpro tec ted  
there  w as a  refusal to ta lk  ab o u t personal topics or even to  en te r in to  
the  interview s itua tion  (Roback & Shelton, 1995).
Inform ing th e  clien t a b o u t th e  lim ita tions does n o t alw ays seem  to 
in cu r negative effects on th e  therapeu tic  in terac tion  (Roback & 
Shelton, 1995). In a  sim ilar investigation, b u t w ith  p a tien ts  a t  a  
university  counselling centre. C utler (1986) found  th a t  knowledge 
ab o u t th e  lim itations of confidentiality did n o t negatively affect 
p a tien ts  su b seq u en t levels of self d isclosure or th e ir t ru s t  in  the  
therap is t. It h a s  been suggested th a t  once th e  ground ru les  concerning 
confidentiality have been laid o u t it  is  th e  th erap eu tic  re la tionsh ip  th a t  
will affect th e  p a tien ts  degree of self-disclosure (Roback & Shelton, 
1995).
I experienced th is  w ith  the  client Mr. M. At th e  beginning of therapy  I 
briefly explained th e  lim its of confidentiality, b u t  a fte r o u r  fou rth  
session  he becam e fru stra ted  by som e w ritten  inform ation I h ad  
show n him  concerning h is  delusional beliefs a n d  by m y note  taking. 
W hen I enquired  in to  h is  agitation, h e  expressed  concerns over 
confidentiality. I reitera ted  th e  lim ita tions of confidentiality in  m ore 
detail describing the  purpose  a n d  necessity  of supervision, w here the  
n o tes  are  kep t an d  w ho h a s  access to them  an d  th e  type of 
inform ation disclosed in  th e  case  conferences. After argu ing  th a t  th ese  
exchanges of inform ation were n o t necessa iy  he s ta ted  th a t  th is  w as 
n o t acceptable to him . Feeling a t  a  loss in  how  to proceed I explained
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th a t  it w as necessa iy  for m e to sh are  inform ation in these  ways, b u t 
th a t  I did n o t sh are  in tim ate  details ju s t  enough  inform ation ab o u t the  
focus of o u r sessions to inform  o thers a n d  m ake it possible to receive 
valid advice an d  th en  gave h im  th e  opportun ity  to cease p u r session  if 
th is  w as still n o t acceptable to him . He did n o t leave a n d  in stead  
began to ta lk  ab o u t som ething  entirely unrela ted . In su b seq u en t 
sessions Mr. M m entioned h is  dislike of ‘gossip', b u t  indicated  th a t  he  
tru s ted  m e n o t to disclose inform ation ab o u t him  carelessly. As the  
therapeu tic  rela tionsh ip  developed, he  disclosed m ore personal 
inform ation and  appeared  to be less concerned ab o u t the  
confidentiality of the  inform ation d iscussed  in  ou r sessions. A lthough, 
I am  concerned th a t  he  m ay deny to him self the  knowledge th a t  I 
sh a re  inform ation w ith o ther professionals a s  th is  is incongruous w ith 
the  value he p laces on o u r therapeu tic  relationship .
Considering th a t  the  lim itations of confidentiality can  affect th e  
therapeu tic  rela tionsh ip  and  have a  negative effect on th e  client, w ays 
of m inim ising th is  effect need to be identified. C lients have been  found 
to a ssu m e  if n o t inform ed otherw ise, th a t  w h a t is said  in  th e  
therapeu tic  session  is confidential (Bond, 1994; Roback 8s Shelton,
1995). Therefore, in  term s of inform ed consen t th e  client shou ld  be 
accurately  inform ed ab o u t the  n a tu re  of confidentiality so th a t  they  
are able to  m ake decisions ab o u t therapy  in  a  ‘voluntary  environm ent, 
a b sen t of coercion or d u re ss ' (Finkenbine, Redwine, H ardesty  & 
Carson, 1998). This inform ed consen t to therapy  h a s  been show n to 
have little negative effect on the  quality  of the  therapeu tic  in te rac tion  
(e.g. Meyer & Willage, 1980; Nowell & Spruill, 1993) an d  d em o n stra te s  
respect for th e  clien t's autonom y. In addition, it h a s  been suggested 
th a t  clients should  give the ir perm ission  for recording of th e  sessipn  to 
take  place an d  shou ld  have repo rts  m ade available to th em  (Reid & 
Bromley, 1998).
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In  te rm s of com m unicating  w ith  o th ers  a  n u m b er of judgem en ts  need  
to be m ade by the  therap is t. The first involves deciding how  m uch  
inform ation to sh are  w ith  o ther professions. The re la tionsh ip  betw een 
th e  th e ra p is t an d  o ther professions or agencies m ay be a t  r isk  if s tric t 
lim itations a re  placed upon  th e  a m o u n t of inform ation they a re  willing 
to disclose. Birky, S hark in , M arin & Scappaticci (1998) repo rt how  
negative em otional reactions have been encountered  from referral 
agencies w hen  th e  th e ra p is t h a s  chosen  to  uphold  th e  confidentiality 
of th e  client. It is  suggested th a t  th e  ‘need to know ' s ta n d a rd  m ay be 
applied to  lim it the  a m o u n t of inform ation th a t  it is reasonab le  for 
o thers to have access to (R ushton & Infante, 1995). A lthough th is  
s ta n d a rd  can  be u sed  to  judge one 's own disclosure, it m ay be m ore 
difficult to m onitor th e  a m o u n t of inform ation th a t  is  accessed  by 
o thers in the  form of w ritten  no tes  an d  reports.
Furtherm ore, the  type of inform ation disclosed needs to  be 
appropriately  judged. Exam ining confidentiality in  h igh  security  
hosp itals, Reid a n d  Bromley (1998) describe som e ways of m inim ising 
in tru s io n s  on privacy: repo rts  shou ld  only include w h a t is  p e rtin en t to 
th e  pu rpose  of th e  com m unication, m ateria l should  only be d iscussed  
th a t  is relevant to appropria te  scientific o r professional pu rp o ses a n d  
sessions should  be private. They m ain ta in  th a t  d isclosures shou ld  
only be m ade to th ird  parties w hen there  is  a  need to refer th e  clien t to 
an o th e r professional, to  ob tain  appropria te  consu lta tions, to  p ro tec t 
th e  p a tien t from h a rm  or to  a ss is t decisions a b o u t trea tm en t, for 
exam ple, ‘in  m ultidisciplinary team s, case  conferences. M ental H ealth  
Review T ribunals ' (Reid & Bromley, 1998, p. 12).
Reid a n d  Bromley (1998) go on  to  describe how  m ultid iscip linaiy  
working can  be geared a ro u n d  th e  preservation of confidentiality. They
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advocate the  ‘cultivation of m u tu a l respect an d  tru s t  in  th e  team  in 
order to  enable th e  appropria te  d iscussion  of ‘sensitive d iscu ssio n ’ 
issu e s  concerning th e  p a tien t’ (p. 13). F u rther, they  suggest th a t  
psychology tra inees shou ld  be included in  all a spec ts  of team -w ork 
an d  th a t  all psychologists shou ld  be open to peCr review of the ir work 
in th e  team .
Inheren t in  all a ttem p ts  to m inim ise the  h a rm  of b reeches of 
confidentiality is th e  need  to u se  one’s  judgem en t to m ake decisions. 
The basic  requ irem ent of being a s  aw are a s  possible of the  legal an d  
ethical issu es  involved (Hingley, 1996), still leaves th e  psychologist 
having to m ake th e  final decision ab o u t how a n d  w hen to b reak  
confidentiality. In th is  case, there  are  im plications for tra in ees w hose 
judgem en t m ay n o t be so well developed, w ho lack any  power in th e ir 
p lacem ent setting, who w an t to fit in w ith th e  policies of th e  p lacem ent 
and  the  o ther m em bers of staff an d  who m ay be u n su re  ab o u t th e  
procedures followed in  the ir setting. In addition, there  is  th e  fear of 
repercussions from m isjudged decisions, e ither in response  to 
disclosing too little w here the  tra inee  m ay risk  legal sanctions, or 
revealing too m uch  in  w hich case  the  therapeu tic  rela tionsh ip  m ay be 
dam aged (Kent & McAuley, 1995). F u rth e r to  dam aging th e  
rela tionsh ip  betw een th e  trainee  th e rap is t an d  th e  client, th ere  is a  
risk  of even greater th rea ts . Appelbaum , Kapen an d  W alters (1984) 
discovered th a t  on learn ing  th a t  th e  th e rap is t h ad  disclosed 
inform ation ab o u t them  w ithou t the ir consen t 78%  of th e  sam ple of 55 
responden ts sa id  they would take  som e form of action. Of th ese  29%  
would com plain to a  h igher au tho rity  o r get a  new  th e ra p is t a n d  5% 
would take  legal action. Furtherm ore, Fly, Van Bark, W einm an, 
K itchener & Lang (1997) described s itu a tio n s  w here tra in ees  were 
dism issed from the ir program m e of study  following a  serious e th ica l 
transgression .
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W ith th ese  possible repercussions hang ing  over them  a n d  w ith  th e ir 
w eaker less experienced position, th e  anxieties provoked a re  m uch  
stronger for tra inee  psychologists th a n  experienced professionals. As a  
tra inee  I found m yself in  case  conferences being asked  to  m ake a  
s ta tem en t ab o u t m y w ork w ith a  client a n d  found it difficult to  m ake a  
judgem en t ab o u t how  m uch  detail to  include, how theoretical to  m ake 
it an d  how  m uch  an d  w ha t specific inform ation is required. Initially I 
found  m yself revealing too m u ch  detail, w hich n o t only m ade  m e feel 
uncom fortable a b o u t th e  violation of confidentiality, b u t  did n o t 
provide the  re s t of the  team  w ith  th e  inform ation they  needed. 
Following my superv isor’s lead, an d  tak ing  into acco u n t w h a t the  
m em bers of th e  team  m ay need  to know, I eventually  becam e ab le  to 
m ake be tte r judgem en ts ab o u t w h a t to  include in  my s ta tem en ts . I 
le a m t how  to focus on the  key problem s th a t  th e  client w as p resen ting  
w ith a n d  to provide a  brief outline of th e  in tervention  a n d  th e  c lien t’s 
progress to date. Initially, th is  w as n o t spon taneous, in s tea d  I looked 
ah ead  a n d  if a  client th a t  I w as w orking w ith  w as being p resen ted  a t  
case  conference I exam ined m y recen t no tes a n d  co n stru c ted  a  
s ta tem en t th e  day before. A ccurate judgem en t does seem  to com e from 
experience an d  I so I tried  to  reflect on  m y experiences of w hen  I feel I 
m ade correct a n d  incorrect judgem en ts a n d  learned from  m y m istakes 
an d  successes.
Considering th e  difficulties facing trainees, recom m endations have 
been  m ade concerning p repara tion  for th ese  s itu a tio n s. Hingley (1996) 
s ta te s  th a t  a t  p resen t it ap p ea rs  th a t  superv isors c a n y  th e  m ain  
responsibility  for helping tra inees to ad d ress  confidentiality is su e s  via 
d iscussions, role-play an d  rehearsal. However, in  addition  to  th is  i t  is 
suggested th a t  tra inees receive som e basic  tra in ing  in  e th ical is su e s  a s  
p a rt of the  academ ic program m e. The outline of a  th ree-year course
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includes a n  induction  course  in  year one followed by professional 
developm ent sem inars eveiy year. The induction  course  com prises 
clarification of lines of responsibility, estab lish ing  realistic 
expectations, record keeping, legal positions a n d  w orking w ith 
confidentiality. As a  trainee, I felt th a t  the  tra in ing  I received on ethical 
issu es  w as useful, an d  w ould have particu larly  valued th e  add ition  of 
v ignettes to consider confidentiality dilem m as. However, a lthough  
tra in ing  m ay serve to increase  p reparedness, the  experience of being in 
the  s itua tion  w here a  decision h a s  to be m ade ab o u t confidentiality 
w ould be the  crucial learn ing  experience. Overall, confidentiality is 
com prom ised w hen working in  a  m ultid iscip linaiy  team , b u t  w ith a n  
aw areness of the  e th ical issu es  an d  appropria te  th o u g h tfu ln ess  an d  
sensitivity, the  negative effect of these  tran sg ress io n s can  be 
m inim ised. For trainees, som e tra in ing  in ethical issu e s  shou ld  be 
provided, b u t the  developm ent of inform ed an d  though tfu l jud g em en t 
is som ething th a t  will inevitably develop w ith experience.
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Advanced th eory  and therapy: D iscuss an a sp ect o f  th e  
therap eu tic  relation sh ip  in relation to  p sych oanalytic  ideas  
The role o f  tru st in  psycho dynam ic therap ies
TTie therapeutic relationship
The effectiveness of any  therapeu tic  in tervention is cu rren tly  believed 
to be b est predicted by the  quality  of the  rela tionship  betw een the  
client an d  th e rap is t (e.g. F rank , 1979; H ynan, 1981; Luborsky, C rits- 
C hristoph, Alexander, Margolis & Cohen, 1983). According to Rogers 
(1957), the  cen tral fea tu res or ‘core conditions’ of the  ‘helping 
re la tionsh ip ’ are em pathy , congruence and  unconditional positive 
regard.
Considering the  rela tionsh ip  a s  som ething th a t  could in tegrate  all 
theoretical orien tations, C larkson (1998) perform ed fu rth e r resea rch  
into differing form s of relationship . Reviewing the  lite ra tu re  she 
extended the idea of the  therapeu tic  relationship  fu rth er an d  identified 
five different types of rela tionsh ip  com prising the  w orking alliance, the  
transferen tia l rela tionsh ip , the  developm entally needed relationship , 
the  real relationship , an d  the  tran sp erso n a l relationship . She views 
these  a s  overlapping sta tes  of the  therapeu tic  rela tionsh ip  ra th e r  th a n  
m utually  exclusive stages.
W hilst recognising the  im portance of the  ‘core cond itions’ 
psychoanalytic p rac titioners u se  ‘techn iques’ su c h  as  ‘working 
th rough  defences an d  res is tan ce ’, a ttend ing  to ‘tran sfe ren ce’ an d  
‘coun ter-transference’ to enhance  the therapeu tic  re la tionsh ip  (Jacobs, 
1998). This is partly  because  psychoanalytic psycho therapy  is 
prim arily concerned w ith the influence of p a s t experience on p resen t 
situations. This is extended so th a t  the  earliest experiences of a  baby
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are  tho u g h t to lay the  foundations for all su b seq u en t developm ent 
(Jacobs, 1998).
Trust
T ru st is an  im portan t a sp ec t of the  therapeu tic  rela tionsh ip , especially 
a t the  beginning of therapy. This seem s to relate m ost clearly to the  
V orking  a lliance’ p a rt of the  therapeu tic  relationship . This h a s  
received m ost a tten tion  from cognitive-behavioural p ractitioners, b u t 
is considered a s  n ecessa iy  by m ost p ractitioners. It h a s  been 
described a s  ‘the  ordinarily  good rela tionsh ip  th a t  any  two people need 
to have in  co-operating over som e ta s k ’ (Brown & Pedder, 1991, p .54) 
‘w hich m akes it possible for the  p a tien t to w ork purposefully  in the 
analytic s itu a tio n ’ (Greenson, 1967, p .46).
T ru st m ay be im portan t a t  the  beginning of therapy  so th a t  the  client 
feels th a t they can  t ru s t  the  th e rap is t w ith the ir confidences and  can  
en te r into a  working alliance, b u t it is also im p o rtan t a s  therapy  
progresses. The boundaries of t ru s t  m ay need  to be extended if the  
client is going to feel safe enough to disclose to the  th e ra p is t the ir real 
problem  (Brown & Pedder, 1991). Also the  client needs to be able to 
t ru s t  the  th e rap is t w ithou t becom ing overly dependen t if b reaks and  
endings are  to be to lerated. The ability to t ru s t  m ay be affected by a  
n um ber of factors including  the ethnicity  and  gender differences of the  
th e rap is t and  client (A shurst & Hall, 1989; Littlewood & Lipsedge, 
1989). In relation  to psychoanalytic  ideas, the  capacity  for t ru s t  in  the  
therapeu tic  rela tionsh ip  m ay be affected by som e veiy early 
experiences.
Early relationships. T ru s t a t the  beginning of therapy  m ay be rela ted  to 
early experiences partly  because  of a  parallel betw een the  s ta r t  of a  
therapeu tic  rela tionsh ip  an d  the  sta rting  po in t of h u m a n  rela ting  in 
infancy (Jacobs, 1998). E rik E rikson (1980) saw  the  first ta sk  of the
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ego as the resolu tion  of the conflict betw een basic t ru s t  v e rsu s basic  
m istrust. D uring the  first year or so of life, in fan ts are a lm ost totally 
dependan t on those a round  them  an d  w hether or no t they  have the ir 
needs m et is perceived to be the  first tu rn in g  point in the  developm ent 
of the  personality. In sho rt the  child w hose needs are  m et develops a  
sense of basic trust: an d  the  child w hose needs are no t m et develops a  
sense of basic m istru st.
E rikson (1980) d istingu ishes betw een in n er and  o u ter tru s t. The 
child’s first achievem ent is to let their m other o u t of sight w ithou t 
Tindue anxiety or rage’ because  they have a n  ‘inner certa in ty ’ ab o u t 
‘ou ter predictability’ (p.88). Not only m u s t the  child have confidence 
th a t they can  rely on consistency  of care from ou ter providers, b u t  
they  m u st also be able to tru s t  them selves to cope w ith th e ir 
‘necessary  functions - breath ing , feeding, digestion, e lim ination’ (p.89).
The actual experience of the  in fan t is very h a rd  to im agine an d  w hen 
described in words, an d  u sing  a d u lt co n stru c ts , som ething  of the  
experience is likely to be greatly altered. The d istinc tion  betw een 
‘in n er’ and  ‘o u te r’ for exam ple m ay n o t be a s  sim ple for a n  in fan t a s  a n  
adult. An in fan t h a s  no language or fram e of reference so is th o u g h t to 
reso rt to ‘p h an ta sy ’ to m ake sense  of the ir experiences. Ja c o b s  (1998) 
describes how ‘the  baby lea rn s th a t  the  pa in  of h u n g er is relieved by 
sucking, w hen sucking  p roduces som ething w arm , sw eet an d  wet; a n d  
th a t  the com fort of cold d isappears w hen w rapped in  som eth ing  w arm  
an d  secu re’ (p.51). However, the  young in fan t m ay n o t be able to 
d istingu ish  betw een self an d  n o t self an d  m ay perceive the  b re a s t or 
b lanke t a s  p a rt of them selves.
A nother view, observed by W innicott (1988) is th a t the  in fan t th in k s  
they have created  the  b reast. A lthough the  baby m ay n o t be able to 
th in k  in the sam e way th a t an  a d u lt can  th ink , a  sense  of in n e r t r u s t
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m ay be built u p  by the  experience of looking for the  b rea s t they  need 
an d  finding it there. Since the  m other m ay n o t yet be perceived as  
separate , the tru s t  th a t  they experience is felt to be in everything. 
A lthough th is is an  illusion an d  the child will eventually discover th a t  
desires canno t always be fulfilled by w ishing, the illusion c rea tes in 
the  baby a  positive sensa tion  of basic optim ism  and  belief in 
them selves th rough  a  sense of om nipotence (Jacobs, 1998).
A nother analytic perspective of th is  early rela tionsh ip  betw een the  
m other and  the  baby is proposed by Melanie Klein. Klein (1946) 
describes how the  in fan t is though t to relate to i t’s m other, n o t a s  a  
whole person, b u t to h er b reast. The b rea s t is the  first object, or ra th e r  
p a rt object, th a t  the  child re la tes to an d  is experienced a s  two separa te  
entities: the good (gratifying) b reas t and  the  bad  (frustrating) b reast. 
This ‘splitting’ occurs because  the  in fan t c an n o t perceive positive an d  
negative experiences a s  having em anated  from the sam e source. It is 
though t th a t the  child struggles to get the  ‘good’ p a rt objects into 
them selves an d  to expel the  ‘b ad ’ p a rt objects from them selves. This is 
achieved by ‘in tro jection’, w here the in fan t im agines they  have tak en  
the  p a rt object inside them selves as an  ‘in te rnal object’ an d  
‘projection’, w here the  in fan t im agines th a t the  bad  feelings they  have 
are  contained in  o thers.
W hen the in fan t feels th a t  they  contain  good objects, they experience 
‘tru s t  confidence and  security ’ (Klein, 1952a, p .54) a n d  w hen they  feel 
th a t they contain  bad  objects they experience ‘persecu tion  an d  
susp icion’ (Klein, 1952b, p .67). Therefore, in te rnalisa tion  of the  ‘good 
b re a s t’ is necessa iy  for the child to have a  sense of tru s t. This re la tes 
to no t only ‘o u te r’ tru s t, b u t relating to good objects is th o u g h t to 
generate ‘tru s t  in one’s own goodness’ (Klein, 1957, p. 188). Klein 
continues th a t those w ith ‘strong paranoid  anxieties and  schizoid
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m echan ism s’ are less likely to be able to tru s t  their th e rap is t (Klein, 
1957, p.232).
A nother way in w hich early experiences can  affect the  ability for an  
ad u lt to form tru s tin g  re la tionsh ips w ith o thers is ‘a tta c h m en t’. 
A ttachm ent refers to the  bond th a t  is form ed betw een the  child an d  
the  prim ary caregiver w hich develops w hilst they are in close proxim ity 
in  the  early m on ths of life (Bowlby, 1988). Using the  ‘strange s itu a tio n ’ 
experim ent, w hich involves brief separa tions an d  reun ions of the  baby 
an d  paren t, th ree  m ain  types of a ttach m en t behaviour were identified; 
secure, av iodant an d  anxious resistant^  (Ainsworth, B lehar, W aters & 
Wall, 1978). The securely a ttached  child u se s  the p a ren t a s  a  ‘secure  
b a se ’ from w hich to explore the  outside world, w hereas o ther 
a ttach m en t p a tte rn s  lead to clinging, de tachm en t or am bivalence 
tow ards the  paren t. Secure a ttach m en t is though t to predict cognitive 
an d  social com petence a t  la ter ages (Berk, 1994). Bowlby (1988) 
describes how in  therapy  the th e rap is t offers h im self a s  a  secure  base  
from which the  client can  explore him self an d  h is re la tionsh ips w ith 
others.
W ithin all these  analytic perspectives there  seem s to be a  com m on 
them e indicating the  im portance of a  reliable and  sensitive prim ary  
care giver for the  fostering of early basic  t ru s t  in the  infant. These 
early experiences are  though t by m ost analytic p rac titioners to affect 
the  ability to tru s t  in  la te r years. However, the  th e rap is t can  parallel 
th is  p a tte rn  in therapy  by also being reliable and  sensitive and  
hopefully providing the  client w ith the  optim al conditions to syn thesise  
tru s tin g  feelings.
1 Later ‘disorganised’ was added as the least secure attachm ent type (Main and  
Solomon, 1990).
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The Frame. O u t of these  theories one of the  basic prem ises of analytic 
procedure w as founded: The therapeu tic  fram e. T hat is the ‘ground 
ru le s ’ an d  setting  of analysis (Smith, 1999) th a t are s tru c tu red  in  su ch  
a  way as  to provide the  client w ith a  secure  an d  safe space w ithin 
w hich to work. A spects of the  fram e include stability  of sessions in 
term s of location, tim e, du ra tion  an d  charge. In addition, it is 
suggested th a t  the  setting  should  be private, the  th e rap is t shou ld  
clearly sta te  p rocedures for m issed sessions an d  p lanned  b reaks and , 
a s  far a s  possible, a  concept of confidentiality (Gray, 1994).
The aim  of these  s tru c tu re s  can  be related  to early experiences w here 
in fan ts require consistency  and  continuity . This gives rise to the  
ability to endure  periods w here in s ta n t gratification is no t achieved 
an d  to w ait in hope. Considering th a t  clients who come into therapy  
m ay have feelings th a t  they  were never loved enough, a  secure  fram e 
will provide a  setting  in w hich they can  re-experience these  em otions 
and  work th rough  them . The fram e provides a  con tinuous contain ing  
space for the  client w here they  can  experience being understood  an d  
accepted  by the  therap is t, b u t also fru stra tion  an d  anxibty a t  the  
lim itations of th is  experience. These experiences help the c lien t to 
build  u p  realistic  expectations for o ther rela tionsh ips (Gray, 1994).
The therapeutic process. As the therapy  progresses basic  t ru s t  in  the  
th e rap is t needs to be extended if the  client will feel able to really 
exam ine the ir unconscious processes. Learning sufficient t ru s t  to 
move tow ards th e ir real problem  can  take  m on ths or years (Brown & 
Pedder, 1991). Early deficiencies in t ru s t  m ay provide a  b a rrie r to 
tru s t  in  the  therapeu tic  re la tionsh ip  an d  it is possible th a t  the  analytic 
technique of regression  m ay be helpful. It is th o u g h t th a t  u n d e r s tre ss , 
w hich m ay be experienced during  progression in therapy , a  c lien t m ay 
utilise m ore prim itive or infantile m ethods of expression (B atem an & 
Holmes, 1995). Regression m ay be encouraged in  order to experience
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and  exam ine ‘w ishes, p h an tas ies  an d  feelings from the p a s t in  the  
p resen t’ (Batem an & Holmes, 1995, p. 162) a n d  w ithin the th erap eu tic  
setting  to hopefully experience a  corrective em otional experience. In 
th is  way deficits of tru s t  m ay be revisited an d  reassessed  a n d  the  
therapeu tic  rela tionsh ip  hopefully streng thened . In addition, t ru s t  is 
im portan t in the  psychoanalytic rela tionsh ip  a s  m uch  of the  w ork 
involves in terpretation . It is generally agreed th a t ‘in terp reta tion , 
however accu ra te  its  content, is only effective if given in the  contex t of 
a  tru sting , secure  and  em path ie  re la tionsh ip ’ (Batem an & Holm es, 
1995, p. 174).
Challenges to trust. In the  m ajority of therapeu tic  encoun ters , the  
optim al conditions for the  creation  of t ru s t  a re  n o t alw ays realistic . 
One such  condition for the  fostering of t ru s t  would be a  rela tionsh ip  of 
confidentiality. Sm ith (1999) argues th a t  every c lien t’s unconsc ious 
desire is for abso lu te  confidentiality an d  a u th o rs  have suggested  th a t  
lim ited confidentiality can  have a  n u m b er of negative effects on  the  
therapeu tic  rela tionsh ip  (e.g. Kahn, 1996; Roback & Shelton, 1995).
Depending on one’s stage of train ing  and  w ork se tting  there  m ay be 
num erous s itua tions w here confidentiality is lim ited. For the  tra inee  
supervision is a  necessary  an d  im portan t p a rt of their train ing , b u t  is 
obviously a  b reak  to confidentiality. In certa in  settings, su c h  a s  
m ultidisciplinary team s, som e sharing  of inform ation is requ ired  to 
ensu re  the b est care for the  client. Furtherm ore , there  a re  a  n u m b er of 
legal and  ethical requ irem ents placed u p o n  the  p rac titioner th a t  m ay 
place them  in a  position w here a  b reak  in  confidentiality is e ither 
insisted  upon  or th o u g h t wise.
The im portance of th is  h a s  been  recognised an d  a  n u m b er of 
guidelines have been  produced for p rac titioners (British A ssociation 
for Counselling, 1993; B ritish  Psychological society, 1998; U nited
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Kingdom Council for Psychotherapy, undated). The basic  prem ise 
being th a t confidentiality should  be protected as far a s  possible, w ith 
all situa tions w here there  would be a  need to b reak  it being explained 
to the client. However, som e th e rap is ts  believe very strongly in  the  
preservation of abso lu te  confidentiality (Einzig, 1989) an d  m ay choose 
no t to conform  to guidelines or legal requ irem ent to b reak  
confidentiality and  in  America a  p residen t w as se t for privileged 
com m unication betw een client and  th e rap is t (DeBell & Jo n es , 1997).
Conclusion
The aspec t of tru s t  in the  therapeu tic  relationship  is particu larly  
relevant in the beginning of therapy  partly  because of the  parallel 
betw een th is  an d  the  early experiences of the  infant. Psychoanalytic 
ideas are  particu larly  relevant to the  concept of tru s t  a s  they  focus on 
early rela tionsh ips w here the basis  for fu tu re  ability to t ru s t  is th o u g h t 
to be established . W ithin psychoanalytic procedure the  e stab lish m en t 
of a  tru stin g  rela tionship  is p a ram o u n t and  seem s to be m ost clearly 
regulated th rough  the  form ation of a  secure therapeu tic  fram e. 
B arriers to t ru s t  m ay include no t only early experiences or differences 
in gender and  ethnicity, b u t also the  practicalities of the  th erap eu tic  
situation , su ch  a s  lim its to confidentiality.
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In cogn itive  therapy, th erap eu tic  change is  n o t d epend en t upon  
th e  therap eu tic  sy stem  o f  delivery but on  th e  active  com p on en ts  
w h ich  d irectly  challenge th e  c lie n t’s  faulty appraisals. D iscuss.
In troduction
The term  cognitive therapy  h a s  m any  potential m eanings. Cognitive or 
cognitive-behavioural 1 therap ies m ay be defined a s  ‘those app roaches 
th a t  a ttem p t to modify existing or an ticipated  d isorders by v irtue of 
a ltering  cognitions or cognitive p rocesses’ (Hollen & Beck, 1986, 
p .443). There are num erous app roaches w ithin the  rem it of cognitive 
therapy , for example: cognitive therapy  (Beck, 1976); Personal- 
c o n stru c t therapy  (Kelly, 1955); Rational-em otive therapy  (Ellis, 1962); 
Schem a-focused therapy  (Young, 1999); Self-instructional tra in ing  
(M eichenbaum , 1974); S tress-inocu la tion  training, (M eichenbaum , 
1975); S tru c tu ra l cognitive therapy  (Liotti, 1986); System atic ra tional 
res tru c tu rin g  (Goldfried, D eCanteceo & W einberg, 1974). In th is  essay, 
I will be focusing prim arily on B eck’s cognitive therapy  an d  Young’s 
schem a-focused therapy  since they  provide an  in teresting  c o n tra s t in  
beliefs ab o u t how change is achieved in  cognitive therapy.
This essay  is focusing on therapeu tic  change and  the  m ean s by w hich 
it is achieved. Change is m easu red  in different w ays by different 
research ers  and  w hat m ay w a rran t therapeu tic  change m ay be quite 
different depending on who is evaluating  it. For exam ple. M onk (2001) 
an d  Laughton (2001) found th a t  c lien ts indicate n u m ero u s  and  
varying positive outcom es th a t  m ay n o t always m atch  u p  w ith  those  
outcom es th a t are m easured  by service providers or in em pirical
 ^ Cognitive-behavioural therapies are those that encom pass techniques from both 
the cognitive and behavioural traditions. These approaches are often integrated.
44
Academic Dossier
research . For exam ple, a  client m ay perceive feeling m ore in control of 
th e ir problem s a s  the  m ost im portan t therapeu tic  outcom e, w hereas a  
service provider m ay be m ore in te rested  in a  client’s reduction  in the  
u se  of m edication. In em pirical research , the  focus is often on the 
reduction  of scores on psychom etric m easu res a s  a  m ark er of 
th erap eu tic  change. As th is  essay  m u s t deal w ith existing lite ra tu re , 
th e  m ajority of s tud ies indicating change will be referring to sym ptom  
reduction  a s  indicated by self-report psychom etric m easu res.
W hen exploring the  'therapeu tic  system  of delivery’ a s  opposed to the  
'active com ponen ts’ one m ight also u se  the  term s 'specific’ a n d  'non­
specific’ factors in therapy. Specific factors can  be defined a s  the  
'p a rticu la r theoretical orien tation  adopted  by the  th e rap is t a s  well a s  
the  technical m anoeuvres (techniques) based  u pon  the  th eo iy ’ (Butler 
Ô6 S trupp , 1986, p .31). Non-specific factors m ay be th o u g h t of a s  
'e lem ents of the  healer-pa tien t rela tionsh ip  th a t, while n o t specific to 
one p a rticu la r theoretical orien tation , m ay be responsib le  for 
therapeu tic  change’ (Butler & S trupp , 1986, p .31). Non-specific factors 
m ay include: a  client’s confidence in the  therap is t, th e  sym bolic 
se tting  of therapy  a s  a  place for healing, the  explanation of the  c lien t’s 
problem s, the  optim ism  of change, th e  con trac t or a rran g em en ts  of the  
therapeu tic  fram e etc. (Arnkoff, 1983; O rlansky 8& Howard, 1986). In 
addition, the  quality of the  'therapeu tic  re la tionsh ip ’ is regarded a s  a  
non-specific factor in therapeu tic  in terventions.
R esearch su b seq u en t to the  developm ent of the  original cognitive 
theories h a s  em phasised  the  im portance of non-specific factors, su ch  
a s  the  therapeu tic  relationship , in therapeu tic  outcom e (e.g. Arnkoff, 
1983; Lam bert, 1983; Lam bert, Shapiro  8s Bergin, 1986; Luborsky, 
Singer 8& Luborsky, 1975) w hich h a s  necessita ted  a  re-exam ination  of 
cognitive th erap y ’s theoretical a ssu m p tio n s  (Safran and  Segal, 1996). 
As the  therapeu tic  relationship  h a s  provoked the  m ost recognition an d
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research  in te res t (Arnkoff, 1983; Jacobson , 1989; M orris & M agrath, 
1983; R udd & Jo iner, 1997; Safran, 1984, 1990a, 1990b; Safran  & 
Segal, 1996; Safran, Vallis, Segal & Shaw, 1986) . I will be paying 
p a rticu la r a tten tion  to the  role of the  therapeu tic  rela tionsh ip  in 
cognitive therapy.
The aim  of th is  essay  is to exam ine two types of cognitive therapy  and  
to explore how they proposing change is effected. Prim arily, the  aim  is 
to evaluate how m uch  of th a t  change is due to the  technical 
com ponents of the  app roach  a s  opposed to the  therapeu tic  
rela tionsh ip  in w hich it is delivered.
B eck’s  cogn itive  therapy
Cognitive therapy  as  proposed by Aaron. T. Beck h a s  been  the  m ost 
widely u sed  an d  investigated form  of cognitive therapy  an d  h a s  been 
proposed a s  the  ‘s ta n d a rd ’ cognitive therapy  (SOT; Clark, 1995). He 
developed h is  ideas in  the  1960’s based  on h is  clinical observation of 
c lien ts suffering w ith depression  (W eishaar & Beck, 1986).
B asic  principles and techniques
SCT focuses on the  role of th o u g h ts  in  producing  people’s em otions 
an d  behaviours. It is believed th a t  it is the  way th a t a  c lien t co n stru c ts  
a n  event ra th e r  th a n  the  event itself th a t  leads to various responses 
from a  client. Cognitions are believed to be based  on a ssu m p tio n s  th a t  
a re  derived from previous experience. E ach individual will vary in  the ir 
vulnerability  to psychological d is tre ss  depending on the ir individual 
learn ing  experiences and  differing personalities (W eishaar & Beck, 
1986). The view of psychopathological d isorders is th a t  they  are  on a  
con tinuum  w ith norm al em otional reactions to events, b u t they  are
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experienced in a n  exaggerated form a s  they fail to  be refined and  
tested  ag a in st reality a s  do ‘no rm al’ responses (W eishaar & Beck, 
1986). The aim  of SCT is to  reduce em otional suffering by filling in  th is  
m issing process an d  exam ining an d  testing  the  beliefs th a t  have led to 
the  exaggerated affect.
The way in w hich th is  aim  is achieved m ay be via various cognitive 
and  behavioural techn iques th a t  a re  aim ed a t  identifying a n d  testing  
specific m isconceptions. Initially clien ts are  ta u g h t to elicit and  
recognise ‘au tom atic  th o u g h ts ’ w hich are  believed to  precede affect 
(W eishaar & Beck, 1986). A utom atic th o u g h ts  are  often a ssu m ed  by 
the  client to be ‘the  t ru th ’ an d  so a n  initial step  is to take  an  
experim ental approach  to these  th o u g h ts  and  to trea t them  as 
hypotheses ra th e r  th a n  facts. There are  m any  w ays in  w hich th e  client 
and  th e rap is t can  th en  te s t these  th o u g h ts  including se tting  up  
behavioural experim ents, looking for evidence for an d  a g a in s t the  
th o u g h t an d  identifying cognitive d isto rtions a t  play in  th e  c lien ts’ 
th ink ing  .(Hawton, Salkovskis, Kirk & Clark, 1989). T reatm ent is  based  
on the  ‘here  an d  now ’ and  th e  goal is to help th e  c lien t bring  ab o u t 
desired changes in  h is  o r h e r life by focusing on opportun ities for new  
learn ing  in an d  o u t of therapy. Problem  solving techn iques an d  
enhancem en t of coping skills a re  often used , w ith  m ethods an d  
ra tionales m ade clear to  the  client a s  all w ork is collaborative (Hawton, 
Salkovskis, Kirk & Clark, 1989). SCT is tim e lim ited w ith explicit goals 
being agreed upon  an d  reviewed regularly. Som etim es p a tte rn s  or 
underlying them es will become ap p aren t during  trea tm en t possib ly  
indicating dysfunctional a ssu m p tio n s th a t  underlie  the  c lien t’s 
au tom atic  though ts. The prophylactic effect of cognitive therapy  m ay 
be enhanced  by working to challenge these  underlying, core beliefs 
(Jacobson, 1989). However, th is  is w here schem a-focused w ork  h a s  
taken  over from SCT in exploring an d  augm enting  th is  form  of 
cognitive therapy.
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The role o f the therapeutic relationship
In  SCT the th e rap is t is believed to serve bo th  an  educative an d  an  
experiential role. The th e rap is t is a  guide to u n d e rs tan d in g  how a  
clien t’s beliefs an d  a ttitu d es  influence the ir em otions a n d  behaviour 
an d  is a  vehicle for corrective experiences th a t  prom ote adaptive 
cognitions and  skills (W eishaar 8& Beck, 1986). Beck, R ush , Shaw  an d  
Em ery (1979) em phasised  th a t  the  th e ra p is t shou ld  dem onstra te  the  
Rogerian principles of w arm th , em pathy  an d  genu ineness (Rogers, 
1959) to prom ote the  growth of a  tru s tin g  collaborative re la tionsh ip  
w ith the  client. However, it h a s  been  no ted  th a t  th is  re la tionsh ip  w as 
viewed by cognitive th e rap is ts  a s  a  prerequisite  for providing the  righ t 
conditions for the active e lem ents of therapy  to take  effect ra th e r  th a n  
a s  a  vehicle of change itself (Clark, 1995; Scott & D iyden, 1996).
In h is  criticism s of SCT, C lark  (1995) s ta te s  th a t  in paying only lim ited 
a tten tion  to the  role of the  therap is t-c lien t rela tionsh ip  SCT is failing 
to take  advantage of the  critical role th a t  the  re la tionsh ip  can  play in  
therapeu tic  change. Safran  an d  Segal (1990) go a s  far a s  s ta tin g  th a t  
the  lack  of focus on the  therapeu tic  re la tionsh ip  in  cognitive th erap y  
l ia s  a  seriously detrim ental im pact on p rac tice’ (p.4). They 
acknowledge th a t  the  therap eu tic  rela tionsh ip  h a s  been  paid  m ore 
a tten tio n  by cognitive th e ra p is ts  in recen t years, b u t  a s se r t th a t  the  
con tinu ing  em phasis on the  therapeu tic  rela tionsh ip  a s  a  requ irem en t 
for change ra th e r th a n  being seen  a s  a n  in trinsic  p a r t  of change Tails 
to recognise the fundam entally  h u m a n  n a tu re  of the  th e rap eu tic  
encoun ter an d  the  change p rocess’ (Safran and  Segal, 1990, p .5).
F u rth e r criticism s of the  SCT concept of the  th erap eu tic  re la tionsh ip  
arise  from those who believe th a t  the  form of the  th e rap eu tic  
re la tionsh ip  should  no t be uniform  betw een clients. Scott D iyden 
(1996) explain th a t, w hilst u tilising  the  Rogerian princip les m ay be
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appropria te  for Axis I d isorders, w hen counselling those  w ith Axis II 
(personality) d isorders the  counsellor’s approach  to the  rela tionsh ip  
h a s  to be carefully considered depending in the  c lien t’s personality  
p resen tation .
Relationship issues such  a s  ‘tran sference’ an d  ‘re s is tan ce ’ a re  trea ted  
by SCT as dysfunctional beliefs, th e rap is t factors (e.g. failure to 
achieve rapport) or lack of co n sen su s on aim s (W eishaar & Beck, 
1986). Rudd & Jo in e r (1997) argue th a t  these  issues, in  p a rticu la r 
‘coun tertransference’, need to be understood  m ore tho rough ly  by 
cognitive th erap is ts  an d  ra th e r  th a n  being e ither d iscoun ted  or tak en  
on wholesale, cognitive th e ra p is ts  need to create  a  conceptual 
fram ew ork to add ress therapeu tic  rela tionship  variables in  cognitive 
therapy. W ith their developm ent of ‘the  therapeu tic  belief system ’, 
R udd and  Jo iner (1997) have created  a  tool th a t w ould potentially  
allow the  therapeu tic  rela tionsh ip  to be ‘m axim ised a s  a  vehicle of 
change’ (p.236).
H ow change is effected
B ased on the  principles of cognitive therapy , cognitive th e ra p is ts  
would argue th a t it is a  change in cognitions th a t  b rings ab o u t 
therapeu tic  change (e.g. Hawton e t al., 1989). Beck (1976) s tre sse s  
however th a t the em phasis on th ink ing  should  n o t obscure  th e  
im portance of em otions, ra th e r  th a t, em otions are reached  via the  
c lien t’s cognitions. W hilst there  is evidence th a t cognitive change is a  
m ediator of therapeu tic  change (e.g. Beck, 1984), there  are  a rg u m en ts  
to suggest th a t  cognitive change m ay be a  feature  of overall clinical 
im provem ent. This perspective h a s  m ainly arisen  from s tu d ies  th a t  
record equivalent changes in cognitions during  cognitive th erap y  an d  
pharm acological trea tm en t (Rush, Beck, Kovacs, W eissenberger 8& 
Hollon, 1982; Sim m ons, Garfield & M urphey, 1984).
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W hilst the  exact m echan ism  of change in  SCT is unc lear, there  is 
evidence th a t the  approach  is effective, often equal or superio r to 
pharm acological trea tm en t for som e disorders (e.g. Power, Sim pson, 
Sw anson & Wallace, 1990; Sim m ons, Garfield 8s M urphey, 1984). 
However, w hen m ore conservative criteria  for recovery are u sed , 
successfu l outcom es of all therap ies including cognitive therapy  drop 
to betw een 50-60%  (Elkin, Shea, W atkins, Shaw, Doherty, Im ber, 
Pilkonis, Sotsky, Leber, Collins 85 G lass, 1986). It is suggested th a t  an  
increase  in the  focus on the  therapeu tic  re la tionsh ip  m ay help to 
improve these outcom es (Jacobson, 1989). This finding ind icates th a t  
there  is still m uch  th a t  is unknow n ab o u t the  p rocess of change in 
cognitive therapy.
Schem a-focused  therapy
Beck (1967) first described schem a a s  a ttitu d es  or a ssu m p tio n s th a t  
a re  derived from personal experience and  serve to classify, in terp ret, 
evaluate and  assign  m eaning to those events. These ideas were 
developed by Young (1989) to deal w ith clien ts w ith Axis II 
(personality) d isorders an d  those for w hom  sta n d a rd  cognitive therapy  
(SCT) did no t appear to be working (Young 85  Klosko, 1994).
B asic principles and techniques
Young suggests th a t early m aladaptive schem as underlie  p a tte rn s  of 
behaviour in  clients th a t  a re  re s is ta n t to change. Schem as are  defined 
a s  ‘an  extremely stab le and  enduring  p a tte rn  th a t  develops du ring  
childhood and  is elaborated  th ro u g h o u t an d  individuals life’ (Bricker 8s 
Young, 1999, p .72). From  th e ir clinical w ork Bricker & Young (1999) 
identified sixteen specific schem as and  suggest th a t  m any  clien ts will 
have two or more of these  activated a t one time. An exam ple of one of
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these  schem as is the  ‘ab an d o n m en t/in s tab ility ’ schem a. A person  with 
th is  schem a would expect to lose anyone whom  they were em otionally 
a ttached  to. It m ay be th a t  a s  a  child th a t  person experienced the  loss 
of a  significant person, su ch  a s  the  dea th  of a  paren t. However, the  
belief th a t they  will be abandoned  h a s  generalised to c u rre n t 
rela tionsh ips and  leads th a t  person to behave a s  if  th e ir belief w as a  
fact.
Schem as are though t to w ork by th ree  processes: schem a
m ain tenance, schem a avoidance an d  schem a com pensation. Schem a 
m ain tenance  refers to processes by w hich schem a perpe tua te  
them selves. This is achieved by cognitive d isto rtions th a t  lead to 
negative in terp reta tions an d  predictions ab o u t events th a t  confirm  the 
schem a and  self-defeating behaviour p a tte rn s  such  a s  trying to avoid 
rejection by clinging on so tightly to som eone th a t  they  c a n ’t  s ta n d  it 
and  leave. Schem a avoidance refers to processes by w hich people 
avoid activating the  negative em otion of a  schem a. There are  th ree  
w ays in  which th is  pa in  can  be avoided: cognitive, em otional an d  
behavioural. P u t simply, these  m ean  n o t th ink ing  ab o u t up se ttin g  
events, no t allowing oneself to experience painful feelings (numbing) 
a n d  avoiding situations w here a  schem a m ay be activated. Again the  
person  w ith an  abandonm en t schem a, m ay block o u t m em ories of 
previous abandonm ent, c u t them selves off from the  pain  of being 
separa ted  from a  loved one, or avoid activities th a t  m ay m ean  being 
separa ted  from a  loved one i.e. w ork trips. Schem a com pensation  
refers to a  process in w hich the  individual behaves in a  m an n er w hich 
appears  to be the opposite of w ha t the  schem a suggests to avoid 
triggering the schem a. For exam ple, in stead  of clinging tightly to a  
loved one, a  person  w ith an  ab andonm en t schem a m ay ac t a s  if the ir 
p a rtn e r  m eans veiy little to them .
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The goal of schem a-focused therapy  (SFT) is to w eaken early 
m aladaptive schem as a s  m uch  a s  possible an d  to build  u p  alternative, 
m ore balanced beliefs. This tak es  place over a  longer period th a n  w ith 
SCT and  involves schem a identification an d  schem a m odification. 
Identification of schem as is m ore difficult th a n  th e  identification of 
au tom atic  th o u g h ts  since schem as rep resen t ‘core cognitive 
s tru c tu re s ’ w hich are  m ore difficult to access and  modify since they 
are deeply ingrained and  cen tra l to  the  way in  w hich we apply 
m eaning to ourselves, o thers a n d  the  world (Liotti, 1987).
Schem as m ay be identified by various m eans including: 
questionnaires (e.g. Young schem a questionnaire . Young & Brown, 
1990/1999), looking a t  p a tte rn s  in a  clients au tom atic  though ts; u sing  
im ageiy or m em oiy to evoke feelings ab o u t them selves a s  ch ildren  an d  
using  th e  ‘dow nw ard arrow  techn ique’ (Bricker & Young, 1999; 
Layden, Newman, Freem an & Morse, 1993; Padesky, 1994).
M odification of schem a m ay be tackled by emotive, in terpersonal, 
cognitive an d  behavioural techn iques (Bricker & Young, 1999). 
Emotive techn iques encourage clien ts to experience a n d  express the  
em otional aspec ts  of th e  problem . This m ay have th e  effect of letting  go 
of unexpressed  em otions based  on  early experiences an d  also  a  chance  
to reform ulate beliefs ab o u t them selves an d  those involved in  form ing 
the  schem a (Bradley, 1994). In terpersonal techn iques focus on  th e  role 
of the  schem a in relationsh ips. The th e rap is t a ttem p ts  to  provide a  
therapeu tic  rela tionsh ip  th a t  con trad ic ts the  early re la tionsh ip  
experiences of the  client or they m ay focus on the  therap is t-c lien t 
rela tionsh ip  a s  it is in order to explore p a tte rn s  in re la tionsh ips a n d  to 
try o u t different w ays of in teracting  (Bricker & Young, 1999). Cognitive 
techn iques are  those in  w hich schem a-driven cognitive d isto rtions are  
challenged in a  sim ilar way a s  au tom atic  th o u g h ts  are  challenged in 
SCT, b u t tak ing  care to avoid being confron tational (Young, 1999).
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Finally, behavioural techniques focus on changing schem a 
m ain tenance  behaviours an d  streng then ing  coping skills. There are 
m any  m ore specific techn iques th a t  can n o t be amplified u p o n  here 
(see Bricker & Young, 1999; Layden, Newman, F reem an & Morse, 
1993; Padesky, 1994; Young, 1989; Young, 1999).
The role o f  the therapeutic relationship
As SFT is a  form of cognitive therapy, the  perception of the  therapeu tic  
rela tionsh ip  h a s  som e sim ilar properties, su ch  as the  th e rap is t having 
an  educational role in  teaching  the  client how to identify and  challenge 
the ir early m aladaptive schem as. However, the  therapeu tic  
rela tionsh ip  in  SFT differs from th a t  of SCT in th a t  the  therapeu tic  
rela tionsh ip  is u sed  m ore actively in the  identification an d  
m odification of a  c lien t’s early m aladaptive schem as. Jaco b so n  (1989) 
describes how in h is  clinical w ork the  therapeu tic  rela tionsh ip  is 
u tilised  to bring ab o u t changes in core beliefs an d  underly ing  
assum ptions. He a sse rts  th a t  depression  is b e s t seen  a s  an  
in terpersonal disorder, in th a t  depression  often follows a  breakdow n in 
in terpersonal relationsh ips. The th e ra p is t an d  client e n te r an  
in terpersonal relationship , w hich can  be u sed  to give the  clien t a  
positive, adaptive experience of a  rela tionsh ip  an d  to explore new  
m odes of in terpersonal behaviour in a  safe environm ent. It is hoped 
th a t  following success w ith these  new m odes of relating, these  changes 
will generalise to outside of the  therapeu tic  relationship .
In addition, in the  trea tm en t of Axis II d isorders, for w hich SFT w as 
developed, the type of re la tionsh ip  offered to a  client m ay vary 
depending on h is or h e r p resen ta tion . For exam ple, Scott & D iyden 
(1996) suggest th a t  w hilst the  w arm , supportive, collaborative 
therapeu tic  stance suggested by Beck a t al. (1979) m ay be appropria te  
for a  client with an  avoidant personality  d isorder who would expect the  
th e rap is t to be critical, it m ay no t be so appropria te  for a  c lien t w ith
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dependen t personality  d isorder who m ay benefit from a  less solicitous 
stance.
It ap p ea rs  th a t  the  therapeu tic  rela tionsh ip  is tak en  in to  greater 
accoun t in  SFT an d  th u s  becom es a  techn ique of the  therapy. This 
begs the  question: is th e  therapeu tic  rela tionsh ip  a  specific technique 
used  in  psychotherapy or is it a  non-specific factor com m on to all 
therap ies?  B utler & S trupp  (1986) suggest th a t  the  dichotom y betw een 
specific techn iques an d  non-specific factors in  psychotherapy  is a  false 
one an d  th a t  we shou ld  move away from research  m ore su ited  to 
m edical trea tm en t an d  accept th a t:
‘the  complexity an d  subtlety  of psycho therapeu tic  processes 
canno t be reduced to a  se t of disem bodied techn iques because  
techn iques gain the ir m eaning and , in  tu rn , th e ir effectiveness 
from the  particu la r in teraction  of th e  individuals involved’ 
(Butler & S trupp , p. 33).
How change is effected
Similarly to SCT, it is proposed in  SFT th a t  therapeu tic  change is 
effected via th e  m odification of cognitive constructs . However, th e  
m eans by w hich the  schem as are  changed are  m ore various th a t  those  
techn iques of SCT. As described above schem as m ay be modified by 
em otional an d  in terpersonal techniques. Yet, w hilst th e  re la tionsh ip  is  
seen a s  a  factor in the  therapeu tic  change process it is still seen  a s  a  
tool for m oderating cognitions ra th e r  th a n  a  in s tru m e n t of change in  
i t’s  own right a s  som e o rien tations w ould suggest (e.g. In terpersonal 
therapy, Anchin & Kiesler, 1982).
There are  case  exam ples th a t  ind icate schem a change is possible 
using  SFT an d  th a t  th is  in  tu rn  elicits therapeu tic  change (Beck,
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Freem an, Pretzer, Davis, Fleming, O ttavani, Beck, Sim on, Padesky, 
Meyer & Trexler, 1990; Jacobson , 1989)
C onclusions
In exploring these  two form s of cognitive therapy  I can  conclude th a t  
w hilst the  m ajority of th e  lite ra tu re  on cognitive therapy  does focus on 
the  active com ponents th a t  challenge a  clients faulty  ap p ra isa ls  there  
is a n  increasing  aw areness an d  in te res t in th e  role of the  therapeu tic  
re la tionsh ip  in  these  therap ies. For SCT the  role of non-specific factors 
su ch  a s  th e  therapeu tic  re la tionsh ip  are  seen  a s  less im portan t th a n  
the  technical a spec ts  of the  therapy  w hereas w ith SFT the  rela tionsh ip  
is viewed a s  a  crucial m ethod of identifying an d  modifying a  c lien t’s 
early m aladaptive schem as to effect therapeu tic  change.
However, a s  no ted  in  th e  in troduction , due  to the  ever-expanding 
lite ra tu re  proposing th e  im portance of th e  therapeu tic  re la tionsh ip  to 
therapeu tic  outcom e all therap ies are  expanding an d  adap ting  to  take  
m ore notice of these  findings. One a u th o r  in p a rticu la r suggests an  
in teresting  developm ent in in tegration  of cognitive therapy  w ith  
in terpersonal therapy  in order to take  be tter acco u n t of the  
therapeu tic  rela tionsh ip  in  cognitive therapy. In a  logical ex tension  of 
SFT Safran  proposes th a t  therapy  take  accoun t or ‘in te rpersonal 
schem as’ an d  ‘cognitive-interpersonal cycles’ (Safran, 1984, 1990a, 
1990b; Safran  & Segal, 1996; Safran, Vallis, Segal & Shaw , 1986). It 
seem s th a t  the  therapeu tic  rela tionsh ip  can  no longer be tak en  for- 
g ran ted  and  will con tinue  to be explored an d  in tegrated  in to  cognitive 
therapy.
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P sychopathology Report: w ith  reference to  th e  standard  
p sych iatric  c lassificatory  sch em es (DSM IV and ICD-10) d iscu ss  
th e  possib le various d iagnoses th a t m ay be con sid ered  in  th is  
case. From th e  case m aterial, ou tlin e  th e  m ost lik e ly  d iagn osis  
and say  w hy you  th in k  th e  c lien t fits  in to  th is  particular category. 
Also, include a brief d iscu ssion  o f  any further in form ation  or 
a ssessm en ts  th a t you  m ight th in k  necessary  in  th is  in stan ce
This report will outline the  various possible clinical d iagnoses of 22 
year old Miss. Siegel (see appendix). Prim ary reference will be m ade to 
The Diagnostic an d  S tatistical M anual of m en tal d iso rders -  F ou rth  
edition (DSM-IV) w ith The T enth  Revision of the  In terna tional 
C lassification of D iseases and  Related H ealth  Problem s (ICD-10) 
d iagnoses covered briefly only w hen they  differ significantly to avoid 
repetition. Considering the  background  inform ation p resen ted  it  is felt 
th a t a  prim ary  diagnosis of Borderline Personality  d iso rder (DSM IV; 
Im pulsive personality  -  Borderline type, ICD-10) is m ost feasible. Any 
fu rth er a ssessm en ts  or inform ation deem ed necessa iy  will th en  briefly 
be identified.
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DSM IV
A xis I, C linical disorders; o ther con d ition s th a t m ay be a focus o f
c lin ica l a tten tion .
Delirium, dementia, and  am nestic and  other cognitive disorders
Substance-induced delirium: 293.x  S ubstance  Intoxication D elirium
This diagnosis w as considered in  light of M iss Siegel’s repo rts  of 
feeling Tm real’ and  ‘d issociated from h e r su rro u n d in g s’ w hen  tak ing  
‘s tree t d ru g s’ (p.85). This seem s to reflect criterion A: Disturbance o f  
consciousness  ... w ith  reduced ability to focus, susta in  or sh ift attention. 
The d istu rbance  also appears to occur shortly  after the  u se  of these  
d rugs, w hich would concur w ith criterion C an d  D regard ing  the  
incidence and  origin of the  d istu rbance . However, considering  criterion 
B: A  change in cognition, th is  does n o t appear evident in  th e  m ateria l 
and  Miss. Siegel’s su b seq u en t ‘non-d rug  induced’ (p.86) d is tu rb an c es  
serve to com prom ise criterion D concerning the  origin of th e  
d istu rbance. Therefore, th is  d iagnosis is rejected.
The equivalent diagnosis in ICD-10 is: Disorders due  to psychoactive  
substance u se  - Acute intoxication w ith delirium , Flx.03*
* This diagnosis does not differ significantly form the DSM IV classification to
warrant a separate consideration.
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Substance related disorders
Substance u se  disorders: 305.00 Alcohol Abuse, 305.70 A m phetam ine 
A buse, 305.20 C annabis, 305.60  Cocaine, 305.30  H allucinogen, 
305 .90  Inhalan t, 305.50 Opioid, 305 .90  Phencyclidine, a n d  305.40  
Sedative, hypnotic or anxiolytic.
O ther th a n  alcohol abuse  the  precise d iagnosis is difficult to identify, 
a s  the  exact type of d rug  u se  is u n c lear referred to in the  case  h istory  
a s  ‘s tree t d ru g s’. However, it does ap p ea r th a t  Miss. Siegel experienced 
clinically significant impairment in  relation  to he r d rug  use . Shortly 
after h e r initial d rug  u se  h e r g rades a t  school fell an d  h e r erra tic  
a ttendance  led to a  consideration  of being held back  for a  y ear (p.84), 
fulfilling criterion A(l): poor w ork perform ance related to substance  
use. It is s ta ted  also th a t h e r d rug  u se  left h e r particu larly  vulnerab le  
to possibly unsolicited sexual activity (p.85), w hich could be seen  to 
fulfil criterion A(4): persisten t or recurrent social or interpersonal 
problem s caused or exacerbated by the effects o f  the substance. It is 
s ta ted  in criterion B that: The sym ptom s have never m et the criteria fo r  
substance  Dependence, and  a s  there  is noth ing  in the  case rep o rt to 
suggest th is diagnosis Miss. Siegel does appear to w a rran t a  d iagnosis 
of S ubstance  Abuse. However, considering the  complexity of th e  case 
and  the  num erous sym ptom s th a t  a re  n o t consistently  re la ted  to 
su b stan ce  use , th is  diagnosis is felt to be inadequate  in  th is  case.
The equivalent diagnosis in ICD-10 is Disorders due  to psychoactive  
substance u se  -  Harm ful Use, F lx .l.*
This diagnosis does not differ significantly form the DSM IV classification to
warrant a separate consideration.
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Schizophrenia and other psychotic  disorders 
2 95 .00  Schizophrenia: 295 .30  Paranoid  type
This diagnosis is exam ined a s  it w as suggested th a t  Miss. Siegel’s 
responses to the  Projective te s ts  appeared  to be in line w ith the  type of 
responses seen in those w ith a  diagnosis of schizophrenia. B esides the 
‘bizarre and  confused’ (p.84) responses given to the  projective tes ts  
Miss. Siegel also reported experiencing ‘strong feelings of p a ran o ia ’ 
an d  ‘vivid visual ha lluc ina tions’ (p.84), sym ptom s th a t m ay fulfil 
criterion A(l) Delusions an d  A(2) Hallucinations respectively. However 
these  sym ptom s did no t ap p ear to p e rs is t beyond the  period of 
intoxication and  therefore criterion C: Duration (> 6 m onths) is no t 
fulfilled.
The equivalent diagnosis in  ICD-10 is: Schizophrenia, schizotypal and  
delusional disorders -  parano id  schizophrenia, F20.0.*
O ther diagnoses considered u n d e r th is  general head ing  were:
293.x Substance-Induced  Psychotic D isorder -  w ith onset during  
intoxication
F lx .5  Disorders due to psychoactive substance u se  -  Psychotic 
disorder.
These include the experience of the  hallucinations an d  delusions, 
specifically following drug  u se . This appears to fit w ith  Miss. Siegel’s
* This diagnosis does not differ significantly form the DSM IV classification to
warrant a separate consideration.
66
Academic Dossier
experience, b u t only re la tes to one aspec t of h e r difficulties and  
though  relevant is felt to be inadequate  in th is  case.
Mood disorders
D epressive disorders: 296.3 M ajor Depressive D isorder, R ecurren t
This diagnosis w as considered as  there  are a  n u m b er of references 
m ade in the  case h istory  to feelings of depression  an d  one inciden t in  
hosp ita l of Vegetative signs of dep ression ’ (p.86). However the  severity 
of the  depression  does n o t reach  the  specified 5  (or more) of the  
specified sym ptom s and  therefore does n o t fulfil th is  diagnosis.
The equivalent diagnosis in  ICD-10 is: Mood [affective] disorders - 
R ecurren t Depressive disorder, F33.*
Other mood disorders: 293.xx S ubstance  Induced Mood D isorder
This w as considered in light of h e r d rug  u se , b u t th e  episodes of 
depression  seem  m ostly un re la ted  to the  d rug  use .
Dissociative disorders
300.6  D epersonalisation D isorder
Miss. Siegel had  reported a  n u m b er of episodes of feeling Vmreal’. 
A lthough these  experiences initially accom panied h e r d rug  u se  they  
appear also to follow stressfu l events (revealing h e r ‘sec re t’ to Dr.
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Sw enson; the  ending of h e r re la tionsh ip  w ith the  m ale patient). Miss. 
Siegel appears  to fulfil criterion A: ... recurrent experiences o f  feeling  
detached from , and a s  i f  one is outside of, one's m ental processes or 
body, a s  she describes feeling ‘ghostlike’ an d  a s  if she could ‘p a ss  
th rough  objects or people’ (p.85). According to criterion B reality 
testing  should  remain intact, it is no t clear w hether th is  p e rta in s  to 
Miss. Siegel. The depersonalisation  does ap p ea r to cau se  im pairm ent 
an d  d istress a s  evidenced by h e r self-harm  following these  episodes. 
A lthough th is  d iagnosis seem  relevant to Miss. Siegel it is specified in 
criterion D that: The depersonalisation experience does not occur 
exclusively during the course o f  another m ental disorder. The evidence 
suggests th a t th is  depersonalisation  m ay be one p a rt of an o th e r m ore 
all-encom passing d isorder an d  therefore th is  diagnosis is felt to be 
inadequate.
The equivalent diagnosis in  ICD-10 is: Neurotic, stress-related and  
som atoform  disorders - D epersonalisation -  derealisa tion  syndrom e, 
F 48 .1 .'
Sexual and gender identity disorders
Paraphilias: 302.83 Sexual M asochism ; 302 .84  Sexual Sadism
These two diagnoses are  considered in light of the  sad istic  and  
m asochistic  elem ents of Miss. Siegel’s sexual behaviour. However bo th  
these  diagnoses require the  sad ism  or m asochism  to be the  sub jec t of 
in tense sexually arousing fa n ta s ie s  an d  Miss. Siegel h a s  no t reported  
finding these  behaviours sexually arousing . It seem s m ore likely th a t  
these  are her peer’s fan tasies an d  th a t  she p a rtak es  in the  activities in
* This diagnosis does not differ significantly form the DSM IV classification to
warrant a separate consideration.
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order to satisfy the ir needs ra th e r  th a n  h e r own, possibly due to fear of 
abandonm en t/re jec tion . This d iagnosis is therefore rejected.
F65.5 Disorders o f  adult personality and  behaviour -  Sadom asochism . 
This encom passes bo th  the  sad istic  an d  the  m asochistic  elem ents of 
the  above disorders.*
Impulse-Control disorders not elsew here classified  
312 .34  In term itten t Explosive D isorder
This diagnosis w as considered in  relation  to Miss. Siegel’s ‘im pulsive 
o u tb u rs ts  of anger’ (p.81) th a t  were ap p a ren t during  h e r  stay  in  the  
psychiatric hospital. The o u tb u rs ts  did ap p ea r to be ‘o u t of proportion 
to the  situa tion ’ and  therefore fulfil criterion B of th is  disorder. The 
ang iy  o u tb u rs ts  appear to be verbal ra th e r  th a n  physical however an d  
th u s  do no t fulfil criterion A.
F63.8  Disorders o f  adult personality and  behaviour - O ther h ab it an d  
im pulse disorders
A lthough sim ilar to the  above DSM IV diagnosis th is  ICD-10 d isorder 
differs in th a t the  diagnosis is m ore general s ta ting  th a t: ...it appears 
tha t there is repeated fa ilure  to resist im pulses to carry out behaviour, 
an d  there  is no specification of physical violence. This seem s 
appropria te  for Miss. Siegel, b u t there  m ay be ano ther, m ore su itab le , 
diagnosis.
T his diagnosis does not differ significantly form the DSM IV classification to warrant
a separate consideration
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A djustm en t Disorders
A djustm en t disorders: 309 .4  w ith m ixed d is tu rb an ce  of em otions and  
conduct
The outw ard  signs of Miss. SiegcTs problem s were first seen  shortly  
after h e r m other's m arriage to Mr. Siegel. T h u s criterion A: The 
developm ent o f  emotional or behavioural sym p tom s in response to and  
identifiable stressor occurring w ithin 3  m onths o f  the onset o f  the  
stressor, is m et. The sym ptom s do ap p ea r to cau se  clinically 
significant im pairm ent evidenced by h e r reduced  level of functioning  a t  
school, th u s  fulfilling criterion B. However, a s  h e r m o ther divorced Mr. 
Siegel w hen Miss. Siegel w as 15 years old a n d  the  sym ptom s have 
persisted  criterion E is n o t m et. Also, it w as a ro u n d  th is  tim e Miss. 
Siegel w as being sexually ab u sed  by h e r stepb ro ther an d  so th is  m ay 
have been an  additional s tresso r, a lthough  again  the  sym ptom s did 
n o t cease once the  ab u se  stopped. This d iagnosis does n o t seem  
appropriate.
The equivalent diagnosis in  ICD-10 is: Neurotic, stress-related and  
somatoform disorders -  A djustm ent d isorder W ith m ixed d is tu rb an ce  
of em otions and  conduct, F43.28.*
* This diagnosis does not differ significantly form the DSM IV classification to
warrant a separate consideration.
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Other Conditions That May B e a Focus o f Clinical A ttention
Additional Conditions That M ay B e a Focus o f  Clinical Attention: V65.2 
M alingering
This diagnosis w as considered a s  it w as suggested  in the  case h istory  
p .83 th a t  Miss. Siegel w as ‘exaggerating the  severity of h e r problem s 
so she could rem ain  in hosp ital longer’ (p.83). This w as concluded 
after Miss. Siegel c u t herself an d  did n o t conceal the  in juries. 
However, the  diagnosis of m alingering requires: the intentional 
production o f  fa lse  or grossly exaggerated... sym ptom s, and  w hilst 
there  w as an  external incentive of staying in  hosp ita l these  were 
neither new sym ptom s, no r did they appear to be greatly exaggerated, 
m erely n o t concealed. It is felt th a t  a lthough  som e m anipu lation  seem s 
to be indicated, a  diagnosis of m alingering seem s unfairly  h a rsh .
DSM IV
Axis II, Personality  disorders; m en ta l retardation
Personality Disorders 
Cluster B  Personality Disorders
This diagnosis w as initially considered due to the  apparen tly  pervasive 
and  enduring  n a tu re  of Miss. Siegel’s difficulties. Initially considering  
the  general diagnostic criteria  for a  personality  d iso rder (criterion D), 
in w hich it is sta ted  th a t the  ‘p a tte rn  is stab le  and  of long d u ra tio n  
and  it’s onset can  be traced  back  to adolescence or early ad u lth o o d ’, 
th is  seem s to fit w ith Miss. Siegel’s h isto iy . Her difficulties p resen ted  
a round  the age of 13 (p.83 /84 ) and  have persisted  for a lm ost 10 years.
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In addition, h e r h isto iy , of early ab andonm en t and  abuse , is 
com parable to th a t  frequently encountered  in Borderline personality  
disorder (BPD) p a tien ts  (Layden, Newman, F reem an & Byers Morse, 
1993).
Although M iss Siegel’s d rug  u se  w as previously considered a s  the  
origin of h e r d istu rbed  experiences an d  behaviours, the  om nipresence 
of these  difficulties indicates th a t  they are  n o t a s  a  d irect physiological 
consequence of a  substance . Considering the  evidence it is felt th a t  
the  ‘enduring  p a tte rn ’ is n o t be tte r accoun ted  for by any  o ther 
diagnosis, th u s  fulfilling criterion E and  F.
Cluster B  Personality Disorders: 301 .83  Borderline Personality
D isorder
This diagnosis is described as  A pervasive  pa ttern  o f  instability o f  
interpersonal relationships, self-image, and affects, and m arked  
impulsivity, w hich should  be indicated by 5 or m ore of the  9 suggested  
sym ptom s. It appears  th a t  in th is  case there  is som e evidence for all 9 
indicators:
Criterion (1): fran tic  efforts to avoid real or im agined a bandonm en t 
This is evident in a  n um ber of c ircum stances following h e r in itial 
abandonm en t by h e r fa ther w hen she w as 6 years old. She w as very 
d istu rbed  by h e r fa ther leaving, feeling th a t  it m ay be h er fault, an d  
seem ingly a s  a  way of avoiding th is  ab an d o n m en t she would fan tasise  
ab o u t ano ther life in w hich h er m other an d  fa ther rem arried . These 
protective w ishes were th rea tened  by the  m arriage of h e r m o ther to 
h e r step father and  it w as a t th is  tim e th a t  she s ta rted  to u se  alcohol 
an d  d rugs possibly to block o u t the  reality of the  ab an d o n m en t 
following the loss of h e r fantasy.
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There have also been a  n u m b er of fu rth er a ttem p ts  to avoid 
abandonm ent. A lthough re lu c tan t to adm it herself to a  psychiatric  
hosp ital for the  8^  tim e, she did so fearing th a t  she would fail h e r 
exam s and  be expelled from college. Having avoided abandonm en t by 
college, it appears th a t  she th en  becam e a ttach ed  to the  psychiatric  
hosp ital and  som e m em bers of staff an d  feared rejection by th is  
m eans. She ingratia tes certain  m em bers of staff pu tting  them  in  a  
position w here it is difficult for them  to confront, and  th u s  reject. 
Miss. Siegel. She also appears to m inim ise h e r own needs in  favour of 
a ttend ing  to o ther p a tien t’s difficulties an d  speaking  to staff for them , 
again possibly doing th is  to m inim ise th e  likelihood of rejection by 
them .
This behaviour in tensifies w hen p lans are m ade for h e r d ischarge, 
w hich she presum ably  experiences a s  an  im pending abandonm ent. 
She a ttem pts to avoid th is  abandonm en t in a  sim ilar way a s  h e r m o st 
recen t th e rap is t suggested th a t she avoided abandonm en t by h e r  
m other: by sw itching from h er independen t m an n er to a  m ore 
childlike, dependent sta te . She reveals to h e r psychologist th a t  she  
h a s  been using  and  providing d rugs to o thers, b u t  ind icates th a t  she  
h a d  no choice an d  th a t  she w as ‘forced’. In addition she c u t h e rse lf 
and  by showing off these  c u ts  she m ay have been hoping for sta ff to 
take  a  position or care and  concern tow ards h e r a s  pe rh ap s a  m o ther 
would to a  child who h ad  in jured  itself by accident.
Avoidance of abandonm en t m ay also be involved in h er sexual 
behaviour with h e r peers. She experienced guilt following these  sexual 
encoun ters b u t felt unab le  to tu rn  down sexual advances of in  any  
way ‘se t lim its on h er p eers’ (p5). Even w hen physical abuse  becam e a  
p a r t  of these sexual activities, she h a s  felt un ab le  to leave the  peer
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group indicating th a t  she fears rejection an d  loss and  is willing to go 
to great leng ths to avoid it.
Finally, h e r experience w ith a  m ale p a tien t in  hosp ital com bined the  
loss of a  real relationship  w ith a  greatly enhanced  im agined 
relationship , resu lting  initially in  sim ilar behaviour of self h a rm  an d  
th en  escalating  to suicide th re a ts  in  o rder to circum vent th is  
abandonm ent. This rejection w as felt so acutely  th a t  it also appeared  
to have induced  an  episode of derealisation , p e rh ap s  a  fu rther w ay of 
avoiding the  experience of rejection.
Criterion (2): a pa ttern  o f  unstab le  and in tense interpersonal
relationships characterised by alternating extrem es o f  idealisation and  
devaluation. Again, th is  is a p p aren t in  Miss. Siegel’s re la tionsh ips w ith 
m em bers of staff in  the  psychiatric hospital. She seem s to have sp lit 
the staff into idealised m em bers a n d  inadequate  m em bers, th u s  
splitting the  group. Her re la tionsh ip  w ith those she idealises is 
u n stab le  however a s  one confrontation by them  leads h e r to feel 
betrayed an d  to c lass them  w ith those whom  she devalues. M any of 
her o ther rela tionsh ips appear to be sp lit e ither into and  idealised o r a  
devalued role.
Criterion (3): identity disturbance: m arkedly and persisten tly  unstab le  
self-image or sen se  o f self. There is lim ited m ateria l suggesting th a t  
Miss. Siegel m ay have an  u n stab le  self-image. It is s ta ted  th a t  w hen  
she w as younger she took on a  ‘ca re tak er role’ (p.83) an d  th is  m ay 
have led h er to form an  image of herself a s  m atu re , capable a n d  
to leran t (she w as ‘uncom plain ing’ ab o u t th is  role despite w ishing for 
th ings to be different). However m any of h e r responsibilities w ere 
taken  from h er w hen h er m o ther rem arried  and  Miss. Siegel’s role 
rapidly shifted to an  also polar opposite, w hen h e r school a tten d an ce  
and  work becam e unreliable an d  she experim ented w ith d rugs. This
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oscillation betw een these  two roles: th e  m artyr an d  the  rebel also 
appear in the  psychiatric  hosp ita l w here she  would shift from tak ing  
care of o ther residen ts  to blam ing th en  and  engaging in dangerous 
im pulsive behaviour.
In addition, there  seem s to be som e confusion ab o u t h e r  sexual 
identity. It is reported  th a t  she would accept sexual advances from 
both  m en an d  wom en, b u t it is u n c lear w hether she feels a ttrac ted  to 
e ither an d  how she  perceives h e r sexual identity. At th is  stage, it 
seem s a s  though  she  gets very little p leasu re  o u t of sexual experience 
and  m ay be confused ab o u t h e r sexuality  an d  sexual identity.
Criterion (4): impulsivity in at least two areas that are potentially self- 
damaging (e.g., ... sex, substance abuse...). It is clear th a t  Miss. 
Siegel’s d rug  tak ing  behaviour is potentially self-dam aging. H er sexual 
behaviour is likely to be psychologically dam aging, b u t  m ay also  be 
physically hazardous. More inform ation is needed to a scerta in  if Miss. 
Siegel is p rac tis ing  safer sex.
Criterion (5): recurrent suicidal behaviour, gestures, or threats, or self- 
mutilating behaviour. There have been a  n u m b er of self-harm  in c iden ts 
involving Miss. Siegel cu tting  herself during  an d  episode of 
derealisation in  order to Teel rea l’. There w as also a n  inciden t of self- 
h a rm  in the  psychiatric hosp ita l following a  stressfu l event. There do 
n o t ap p ear to have been any  suicide a ttem p ts  a lthough  she  did m ake 
suicidal th re a ts  after he r re la tionsh ip  w ith  the  m ale p a tien t w as 
severed.
Criterion (6): affective instability due to a m arked reactivity o f  mood. 
Miss. Siegel’s affect appears to be mixed and  u n stab le . The 
psych iatris t reports th a t  h e r m ood shifted from anger to te a rs  to 
flirtation during  the  adm ission  interview. She also suffers from in ten se
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o u tb u rs ts  of anger th a t  ap p ear to be rarely su s ta in ed  an d  often 
followed by regret. She w as also reported to have Vacillated betw een 
o u tb u rs ts  of anger and  feelings of em ptiness an d  depression  (p.86).
Criterion (7): chronic fee lings o f  em ptiness. As s ta ted  above she 
reported feelings of em ptiness an d  from the  age of 16 reported  rarely 
w anting  to spend  tim e alone indicating th a t  the  em ptiness she  felt w as 
in tolerable an d  possibly chronic.
Criterion (8): inappropriate, in tense anger or difficulty controlling anger. 
This h a s  been m entioned previously (see ‘in te rm itten t explosive 
d isorder’).
Criterion (9): transient, stress-related paranoid ideation or severe  
dissociative sym ptom s. This h a s  been covered previously (see 
‘depersonalisation  d iso rder’).
This does seem  to be the  m ost appropria te  diagnosis for Miss. Siegel 
a s  it encom passes a lm ost all of h e r disordered feelings an d  
behaviours, an d  sh a res  som e charac teristics  of th e  typical BDP 
sufferer i.e. she  is female w ith a  h isto iy  of childhood sexual a b u se  
(Ogata, Silk & Goodrich, 1990).
The equivalent d iagnosis in  ICD-10 is Disorders o f  adult personality  
and behaviour - Borderline type, F60.31*
* This diagnosis does not differ significantly form the DSM IV classification to
warrant a separate consideration.
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301.50 H istrionic Personality D isorder
This d iagnosis w as considered in  addition to BPD a s  it is quite  
com m on for m ore th a n  one personality  d isorder to be p resen t (Pope, 
Jo n as , H udson, Cohen & G underson, 1983). H istrionic personality  
d isorder w as considered in relation to h e r flirtation (with th e  adm itting  
psychiatrist, p.81), suggestibility (her sexual re la tionsh ips w ith h e r 
peers, p.85) and  illusions of intim acy in  rela tionsh ips (with hosp ita l 
staff, p .82 an d  th e  m ale patien t, p .86). However th is  only fulfils 3 of 
the  criterion of th is  d isorder w hen 5 are  required. A lthough w ithou t 
m eeting Miss. Siegel is would be h a rd  to a sse ss  h e r style of speech or 
theatricality .
The equivalent diagnosis in  ICD-10 is Disorders o f  adult personality  
and behaviour - H istrionic Personality Disorder, F60.4 .’'
Further a ssessm en ts
Initially it is felt th a t  a  clinical a sse ssm en t interview w ould be 
necessary  for gathering m ore detailed inform ation th a n  can  be s ta ted  
in the  case  h isto iy  an d  for acquiring a n  im pression  of Miss. Siegel’ s 
in terpersonal character. S truc tu red  interview s m ay also be used , su ch  
as  the  Personality A ssessm ent Schedule; the  S tru c tu red  Clinical 
Interview for DSM-IV or th e  In terna tional Personality  D isorder 
E xam ination. F u rth e r to  th is , a  n u m b er of s tru c tu red  a sse ssm e n ts  
m ay be usefu l in  o rder to su p p o rt the  suggested diagnosis. M easures 
th a t  m ay be usefu l are: M innesota M ultiphasic Personality  lnventoiy-2  
(Butcher, D ahlstrom , G raham , Tellegen & Kraem er, 1989); Special 
Hospitals, A djustm ent, Personality, socialisation, m easure; Millon
* This diagnosis does not differ significantly form the DSM IV classification to
warrant a separate consideration.
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Clinical M ultiaxial Inventoiy; Personality D iagnostic Q uestionnaire-4  
(all suggested by Prince, 2001). In addition, a s  ‘m ost borderline 
p a tien ts  are  deeply u n h a p p y ’ (Ryle, 1997, p .7) it m ay also be wise to 
a sse ss  th e  level of depression  w ith  the  Beck D epression Inventoiy.
C onsidering the  ‘sp litting’ effect th a t  Miss. Siegel appeared  to have on 
the  staff in  the  psychiatric  hosp ita l it w ould also seem  im portan t to 
conduct a  n um ber of team  m eetings in order to  keep on top of conflicts 
w ithin th e  team  (Main, 1957). In addition  a  decision will need  to be 
m ade ab o u t the  trea tm en t approach  based  on  these  a sse ssm en ts  w ith 
a  choice betw een different app roaches su c h  a s  cognitive therapy  (e.g. 
Layden e t al., 1993); Cognitive analy tic  therapy  (Ryle, 1997); 
Dialectical behaviour therapy, L inehan (1993) o r expressive 
psychotherapy (Kernberg, Selzer, Koenigsberg, C arr & Appelbaum , 
1989).
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Appendix
Case Study -  ‘Alice*
Alice Siegel w as 22  years old when she reluctantly agreed to interrupt her college 
education in m id-sem ester and admit herself for the eighth time to a psychiatric 
hospital. Her psychologist. Dr. Swenson, and her psychiatrist, Dr. Smythe, believed 
that neither psychotherapy nor medication was currently effective in helping her 
control her symptoms and that continued outpatient treatment would be too risky. 
Of m ost concern was that Alice was experiencing brief episodes in which she felt that 
her body w as not real and, terrified, would secretly cut herself with a  knife in order 
to feel pain, thereby feeling real. During the first part of the adm ission interview at 
the hospital, Alice angrily denied that she had done anything self-destructive. She 
did not sustain this anger, however, and was soon in tears as she recounted her 
fears that she would fail her midterm examinations and be expelled from college. The 
admitting psychiatrist also noted that, at times, Alice behaved in a  flirtatious 
manner, asking inappropriately personal questions such as whether any of the 
psychiatrist’s girlfriends were in the hospital.
Upon arrival at the inpatient psychiatric unit, Alice once again became quite angiy. 
She protested loudly, using obscene and abusive language when the nurse-in-charge 
searched her luggage for illegal drugs and sharp objects (a routine procedure with 
which Alice w as well acquainted). These impulsive outbursts of anger had become 
quite characteristic for Alice over the past several years. She would often express 
anger at an intensity level that was out of proportion to the situation. When she  
became this angry, she would actually do or say something that she later regretted, 
such as extreme verbal abuse of a  close friend or breaking a  prized possession. In 
spite of the negative consequences of these actions and the ensuing guilt and regret 
on Alice’s  part, she seemed unable to stop herself from periodically losing control of 
her anger.
That same day, Alice filed a  “3-Day Notice,” a  written statem ent expressing an  
intention to leave the hospital within 72 hours. Dr. Swenson told Alice that if sh e did 
not agree to remain in the hospital voluntarily, he would initiate legal proceedings 
for her involuntary commitment on the ground that she w as a  threat to herself. Two 
days later, Alice retracted the 3-Day Notice, and her anger seemed to subside.
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Over the next two weeks, Alice seem ed to be getting along rather well. Despite some 
complaints of feeling depressed, she w as always very well dressed and groomed, in 
contrast to the more psychotic patients. Except for occasional episodes when she 
became verbally abusive and slammed doors, Alice appeared and acted like a  staff 
member. Indeed, Alice began taking on a  “therapist” role with the other patients, 
listening intently to their problems and suggesting solutions. She would often serve 
as a  spokesperson for the more disgruntled patients, expressing their concerns and 
complaints to the administrators of the treatment unit. With the help of her 
therapist. Alice also wrote a  contract stating that she did not feel like hurting herself, 
and that she would notify staff members if that situation changed. Given that her 
safety w as no longer an issue, she w as allowed a  number of passes off the unit with 
other patients and friends.
Alice became particularly attached to several staff members and arranged one-to-one 
talks with them a s often a s  possible. Alice used these talks to complain about 
alleged inadequacies and unprofessionalism  of other staff members. She would also  
point out to whomever she w as talking that he or she w as one of the few who knew  
her well enough to be of any help to her. These talks usually ended with flattering 
compliments from Alice a s  to how understanding and helpful she found that 
particular staff person. These overtures made it difficult for certain of these selected  
staff members to confront Alice on issu es  such a s  violations of rules of the treatment 
unit. For instance, when Alice returned late from a  pass off grounds, it w as often 
overlooked. If she w as confronted, especially by som eone with whom she felt she had 
a special relationship, she would feel betrayed and angrily accuse that person of 
being “ju st like the rest of them.”
By the end of the third week of hospitalization, Alice no longer appeared to be in 
acute distress, and d iscussions were begun concerning her discharge from the 
hospital. At about this time Alice began to drop hints in her therapy session s with 
Dr. Swenson that she had been withholding som e kind of secret. Dr. Swenson  
confronted this issue in therapy and encouraged her to be more open and direct if 
there w as something about which she w as especially concerned. Alice then revealed 
that since her second day in the hospital, she had been receiving illegal Street drugs 
from two friends who visited her. Besides occasionally using the drugs herself, Alice 
had been giving them to other patients on the unit. This situation w as quickly 
brought to the attention of all the other patients on the unit in a  meeting called by 
Dr. Swenson; during the meeting Alice protested that the other patients had “forced” 
her to bring them drugs and that she actually had no choice in the matter. Dr.
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Swenson interpreted th is a s  m eaning that Alice had found it intolerable to be 
rejected by other people and was willing to go to any lengths to avoid such  rejection.
Soon after this incident came to light, Alice experienced another episode o f feeling as  
if she were unreal and cut herself a  number of tim es across her wrists with a  soda  
can she had broken in half. The cuts were deep enough to draw blood but were not 
life threatening. In contrast to previous incidents, she did not tiy  to keep this hidden 
and several staff members, therefore, concluded that Alice w as malingering — that 
is, exaggerating the severity of her problems so she could remain in the hospital 
longer. The members of Alice’s  treatment team then m et to decide the best course of 
action with regard to the dilemma. Not eveiyone agreed that Alice w as malingering. 
Although Alice w as undoubtedly self-destructive and possibly suicidal and, 
therefore, in need of further hospitalization, she had been sabotaging the treatment 
of other patients and could not be trusted to refrain from doing so again. With the 
members of her treatment team split on the question of whether or not Alice should  
be allowed to remain in the hospital, designing a  coherent treatment program would 
prove difficult at best.
Social History
Alice was the older of two daughters bom  to a  suburban m iddle-class family. She 
w as two years old at the time her sister Jane w as bom . Alice’s  mother and father 
divorced four years later, leaving the children in the custody of the mother. Financial 
problems were paramount at that time as Alice’s  father provided little in the way of 
subsequent child support. He remarried soon afterwards and w as generally 
unavailable to h is original family. He never remembered the children on birthdays or 
holidays. When Alice w as seven years old, her mother began working a s  a  waitress in 
a  neighborhood restaurant. Neighbors would check in on Alice and Jane after 
school, but the children were left largely unattended until their mother retum ed  
home from work in the evening. Thus, at a  very early age Alice w as in  a  caretaker 
role for her younger sister Jane. Over the next few years Alice took on a  num ber of 
household responsibilities that were more appropriate for an adult or m uch older 
child (e.g., babysitting, regular meal preparation, shopping). Alice voiced no  
complaints about the situation and did not present any behavioral problems at home 
or in school. Her m ost significant concem  w as the absence of her father. Had she  
somehow had something to do with the divorce? How m uch better would her life 
have been if only her father was with her?
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When Alice w as 13 years old, her mother married a  man she had been dating for 
about three m onths. The man, Arthur Siegel, had a  16-year-old son named Michael 
who joined the household on a  somewhat sporadic basis. Michael had been moving 
back and forth between his mother’s and father’s  houses since their divorce four 
years earlier. His mother had legal custody but w as unable to m anage h is more 
abusive and aggressive behaviors, so she frequently sent him to live with h is father 
for several weeks or m onths. Because she still entertained the fantasy that her 
mother and father would remarry, Alice resented the intrusion of these new people 
into her house. Alice w as quite upset when her mother changed her and her 
children’s  last name to Siegel. She also resented the loss of som e of her caretaking 
responsibilities, which were now shared with her mother and stepfather.
The first indications of any behavioral or emotional problems with Alice occurred 
shortly after the marriage. She w as doing very well academically in the seventh grade 
when she began to skip class. Her grades fell precipitously over the course of a  
semester, and she began spending time with peers who were experimenting with 
alcohol and street drugs. Alice became a  frequent user of these drugs, even though  
she experienced some frightening symptoms after taking them (e.g., vivid visual 
hallucinations, strong feelings of paranoia). By the end of the eighth grade, Alice’s  
grades were so poor and her school attendance so erratic that it w as recommended 
that she be evaluated by a  psychologist and possibly held back for a  year. The family 
arranged for such  an assessm ent, and Alice w as given a  fairly extensive batteiy of 
intelligence, achievement, and projective tests. She w as found to be extremely 
intelligent, with an IQ of 130 (Wechsler Intelligence Scale for Children — Revised). 
Projective test results (Rorschach, Thematic Apperception Test) were interpreted as  
reflecting a  significant degree of underlying anger, which w as believed to be 
contributing to Alice’s  behavioral problems. Of more concem  w as that Alice gave a  
number of bizarre and confused responses on the projective tests. For example, 
when people report what they “see” in the famous Rorschach inkblots, it is usually  
easy for the tester to also share the client’s  perception. Several of Alice’s  responses, 
however, ju st didn’t match any discernible features of the inkblots. This type of 
response is  usually seen in more serious disorders such  as schizophrenia. The 
psychologist, although having no knowledge of Alice’s  home life, suspected that her 
problems may have been a  reflection of her difficulties at home and recommended 
family therapy at a local community mental health center.
Several m onths later Alice and her mother and sister had their first appointment 
with a social worker at the mental health center. Mr. Siegel w as distrustful of the 
prospect of therapy and refused to attend stating “no shrink is going to m ess with
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my head!” In the ensuing therapy, the social worker first took a  detailed family 
histoiy. She noticed that Alice appeared veiy guarded and w as reluctant to share 
any feelings about or perceptions of the events of her life. The next phase of family 
therapy w as more educational in nature, consisting of teaching Mrs. Siegel more 
effective m ethods of discipline and helping Alice to see the importance o f attending 
school on a  regular basis.
Family therapy ended after three m onths with only marginal success. Although Mrs. 
Siegel had been a  highly motivated client and diligently followed the therapist’s  
suggestions, Alice had remained a  reluctant participant in the therapy and was 
unwilling to open up. One veiy  serious problem Alice had been experiencing had not 
even been brought to light; she w as being sexually abused by her older stepbrother 
Michael. The abuse had started soon after her mother’s  marriage to Mr. Siegel. 
Michael had told Alice that it w as important for her to leam  about sex and, after 
having sexual intercourse with her threatened that if she ever told anyone he would 
tell all her friends that she w as a  “slut.” This pattern of abuse continued on 
num erous occasions whenever Michael w as living with h is father. Even though Alice 
found these encounters aversive, she felt unable to refuse participation or to let 
anyone know what w as occurring. At the time Mr. and Mrs. Siegel divorced, when  
Alice w as 15 year old, these instances of sexual abuse were the extent of Alice’s  
sexual experience. She w as left feeling depressed and guilty.
When Alice began high school, she continued her association with the sam e peer 
group she had known in junior high. As a  group, they regularly abused drugs. It w as  
under the influence of drugs that Alice began to have he first experiences of feeling 
unreal and dissociated from her surroundings. She felt a s  though she were 
ghostlike, that she w as transparent and could pass through objects or people.
Alice also began a  pattern of prom iscuous sexual activity within the peer group. As 
happened when she w as being abused by her stepbrother, she felt guilty for 
engaging in sex but unable to turn down sexual advances from either m en or 
women. She was particularly vulnerable when under the influence of drugs and  
would, under some circum stances, participate in various sadom asochistic sexual 
activities. For example, Alice w as som etim es physically abused (e.g., struck in the 
face with a  fist) by her sexual partners while having sex. She didn’t protest and, after 
a  while, came to expect such violence. On some occasions, Alice’s  sexual partners 
would ask  her to inflict some kind of pain on them  during sexual activity, for 
example, biting during fellatio or digging her nails into her partner’s  buttocks. Even 
though these activities left Alice with a  sense of sham e and guilt, she felt unable
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either to set limits on her peers, to leave her particular peer group, or to avoid those  
whose sexual activities were particularly troubling to her.
By the time Alice w as 16 years old, she found that she rarely, if eve wanted to spend  
time alone. She w as often bored and depressed; particularly she had no plans for 
spending time with anyone else. One night while cruising a  car with friends, a  siren 
and flashing lights appeared. The police stopped the car because it had been stolen  
by one of her friends. A quantity of street drugs w as also found in  the car. Alice 
claimed that she had not known that the car w as stolen.
The judge who subsequently heard the case w as provided with information 
concerning Alice’s  recent h istoiy at home and school. He was quite concerned with 
what appeared to be a  progressive deterioration in Alice’s  academic and appropriate 
social functioning. Because previous outpatient treatment had failed, he 
recommended inpatient psychiatric treatment as a  m eans of helping her gain some 
control over her im pulses and preventing future legal and psychological problems. In 
some sense, Alice w as being offered a  choice between being prosecuted a s  an  
accessory to car theft and possession of illegal substances or signing into a  mental 
hospital. Reluctantly, she chose the latter.
During the first hospitalization, Alice’s  emotional experiences seem ed to intensify. 
She vacillated between outbursts of anger and feelings of em ptiness and depression. 
She showed some vegetative signs of depression such as lack of petite and insomnia. 
Antidepressant medication w as tried for several weeks and found to be ineffective. 
Alice spent m ost of her time with a  male patient in the hospital. To any observer, 
their relationship would not have seemed to have a  romantic component. They 
watched TV together, ate together, and played various gam es that were available on 
the ward. There w as no physical contact or romantic talk. Nonetheless, Alice 
idealized the man and had fantasies of marrying him. When he w as discharged from 
the hospital and severed the relationship, Alice had her first non-drug-induced  
episode of feeling unreal (de-realization) and subsequently cut herself with a  kitchen  
knife in order to feel real. She began making suicide threats over the telephone to 
the former patient, saying that if he did not take her back she would kill herself. She 
w as given a  short trial of antipsychotic medication, which proved ineffective.
During this first hospitalization, Alice started individual psychotherapy, which was 
continued after discharge from the hospital. The therapy was psychodynamically 
oriented and focused on helping Alice to establish a  trusting relationship with a  
stable adult (her therapist). The therapist also attempted to help Alice work through
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the intrapsychic conflicts that had started early in her life. For example, the 
therapist hypothesized that Alice’s  mother had been critical of Alice’s  appropriate 
autonom ous behavior during early childhood. It w as believed that the mother offered 
support and comfort Alice only if Alice behaved in a  childish, dependent, and 
regressive manner. This w as presumed to have led to Alice’s  fear of being abandoned 
by people who were important to her, should she act in an independent or self- 
assertive manner. One of the therapist’s  goals w as to show Alice that he would still 
be available (i.e., not leave her) when she acted in a  mature, adult fashion. It was 
hoped that this would help Alice to feel more secure in her interpersonal 
relationships.
Despite these therapy sessions, Alice continued to exhibit the symptoms that had 
developed over the past several years, including drug abuse, promiscuity, 
depression, feelings of boredom, episodes of intense anger, suicide threats, de­
realization, and self-mutilation (cutting herself). A num ber of hospitalizations were 
required when Alice’s  threats and/or self-mutilation became particularly intense or 
frequent. These were usually precipitated by stressful interpersonal events, such  as  
breaking up with a  boyfriend or discussing emotionally charged issu es  in 
psychotherapy (e.g., her past sexual abuse). Most of the hospitalizations were 
relatively brief (two to four weeks), and Alice was able to leave after the precipitating 
crisis had been resolved.
87
Therapeutic Practice Dossier
88
Introduction to the Therapeutic Practice Dossier
The T herapeutic  Practice D ossier con ta in s a  brief descrip tion  of my 
p lacem ents over th e  th ree  years  o f train ing . It includes deta ils  of 
p lacem ent type an d  du ra tion , client population  an d  th e  n a tu re  of 
supervision. O ther professional activities participa ted  in  on p lacem ent 
are  outlined in  th is  section. This dossier also includes a n  extended 
essay  regarding m y approach  to  th e  in tegration  of theo iy , research  
an d  practice.
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Year One P lacem ent: S p ecia list serv ices  in  p sych ia tr ic  
rehabilitation  and ea tin g  disorders
My first year p lacem ent w as sp lit betw een th ree  different se ttings 
w ithin one NHS tru s t  area. The first w as a  com m unity  psychiatric  
rehabilita tion  u n it  w here I jo ined  a  m ultid iscip linaiy  team  com prising 
a  clinical m anager, occupational therap is t, a r t  therap is t, speech  and  
language th erap is t, co n su lta n t clinical psychologist, c o n su lta n t 
psych ia tris t an d  n u rs in g  staff. Psychology in p u t consisted  of one hour- 
long ‘coping sk ills’ group, ru n  by the  c o n su ltan t clinical psychologist 
an d  a  n u rse , an d  individual an d  family sessions conducted  by m yself 
an d  the  c o n su ltan t clinical psychologist. There w as th e  capacity  for 
ten  residen ts, of mixed age a n d  gender, w ith difficulties including  
schizophrenia, chronic depression  a n d  personality  d isorders. All 
residen ts cam e u n d e r the  a tten tio n  of the  Care Program m e A pproach. 
The m ajority of res id en ts  were suffering from sch izophren ia , b u t  
responding well to m edication an d  gaining skills th a t  w ould enable  
them  to  increase  th e ir independence an d  move to  suppo rted  
accom m odation. I a ssessed  or en tered  in to  individual w ork w ith  seven 
residen ts, five m ale, two female, aged from 21 to 40 y ears  w ith 
difficulties including aud ito iy  ha lluc ina tions an d  delusions, borderline 
personality  d isorder a n d  anxiety an d  obsessional th inking.
The second setting  th a t  I worked in w as a  com m unity  hom e for six 
older a d u lt residen ts, th ree  m ale, th ree  female, all suffering w ith  form s 
of chronic schizophrenia th a t  w as being controlled by an ti-psycho tic  
m edication. The residen ts  h ad  previously resided in  large long-stay  
psychiatric  hosp ita ls an d  in terventions to a ss is t w ith rese ttlem en t in 
the  com m unity appeared  to have been  successful. All res id en ts  cam e 
u n d e r the  a tten tion  of the  Care Program m e Approach. The hom e w as 
supervised by n u rsin g  staff an d  residen ts were involved in  daily ta sk s
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su ch  as  w ashing clothes, shopping an d  cleaning a s  well a s  being 
taken  on fortnightly trip s o u t of the  un it. There were weekly visits by 
the  co n su ltan t clinical psychologist an d  myself. 1 w orked w ith four 
residen ts, two m ale, two female, aged betw een 54 a n d  72 for 
difficulties relating  to the ir diagnosis of chronic schizophrenia.
The th ird  setting  w as the  d ep artm en t of psychiatry  a t  the  general 
hospital, w here 1 m et w ith clients th a t  h ad  been referred to the  newly 
estab lished  eating d isorders speciality team . Referrals cam e via the  
com m unity  m ental health  team . The departm en t of psychiatry  
com prised an  acu te  w ard, day a ttendance  facilities an d  o u tp a tien t 
consu lting  room s. There were a  n u m b er of evening groups available, 
particu larly  for substance  ab u se  problem s. 1 worked w ith th ree  female 
clients, aged betw een 18 an d  23, w ith eating difficulties including  
binge eating  disorder, anorexia nervosa and  bulim ia nervosa.
A c o n su ltan t clinical psychologist offered supervision on a  weekly 
basis, from a  cognitive-behavioural perspective. T reatm ent focused on 
opportun ities for new adaptive learn ing  and  on these  changes 
beginning applicable to the  clien t’s life outside the  sessions.
This p lacem ent experience also included in terd iscip linary  liaison an d  
a ttendance  a t m ulti-disciplinary team  m eetings an d  d ep artm en ta l 
psychology m eetings.
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Year Two P lacem ent: A U niversity  C ounselling Serv ice  and a
Public Primary School
D uring my second year, I a ttended  two separa te  p lacem ents for one 
day a  week each. One of my placem ents w as in  a  university  
counselling service s itu a ted  w ithin the  s tu d e n t services d epartm en t of 
the  university. This departm en t com prised services su ch  a s  career an d  
welfare advice an d  a  general p rac titioner surgeiy. The counselling 
service offered free tim e lim ited therapy  of u p  to 12 sess ions w ith in  a  
12-m onth  period. The counselling team  included five p e rm anen t 
senior counsellors an d  up  to ten  honorary  counsellors w ho were 
tra inees from various courses in psychotherapy, counselling and  
counselling psychology. S tu d en ts  referred them selves by con tacting  
the  secretary  a t  the  s tu d e n t services e ither in person, by telephone or 
Email.
The initial reception interview w as conducted  by a  senior counsellor 
who either con tinued  to see the  client or referred them  to a n o th e r 
counsellor w ithin th e  service. Alternatively, if it w as determ ined th a t  
an o th er service (e.g. C areers, Welfare) w ould be m ore app ropria te  for 
the ir difficulty, the  s tu d e n t w as helped to m ake con tac t w ith  these  
o ther services.
The m ajority of s tu d e n ts  who referred them selves to  the  service were 
suffering from difficulties w ith the ir university  course  w ork or 
problem s th a t  were affecting the ir perform ance an d  therefore the  
service w as able to provide le tte rs in  m itigation in  som e 
circum stances. 1 assessed  or en tered  in to  individual w ork w ith eight 
clients, one male, seven female, aged betw een 19 an d  27 years, w ith  
difficulties including rela tionsh ip  problem s, anxiety, depression , pan ic  
a ttacks, bereavem ent an d  eating  difficulties.
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I received supervision from a  qualified psychodynam ic psycho therap ist 
on a  weekly basis, w hich involved som e analysis of verbatim  reports  of 
each  session. My supervisor adopted a  psychodynam ic approach  to 
supervision encom passing  a  range of theoretical perspectives.
My o ther p lacem ent w as w ithin  a  private ch ild ren’s charity  
organisation  se t in a  d isadvantaged  a rea  of London. This charity  
com prised 105 staff seeking to enhance  the  em otional quality  of life for 
in n er city children living in  challenging a n d  deprived c ircum stances. 
As well a s  providing su p p o rt for ch ildren  a t  a  cen tral location, the  
o rganisation  also placed volunteer tra inee  counselling psychologists, 
counsellors, child p sycho therap ists  an d  paid staff in to  schools to 
provide one-to-one counselling.
Children, aged betw een four an d  ten , were able to refer them selves to 
the  service (the o rgan isa tion ’s presence in the  school w as well know n 
an d  positively received), or could be referred by a  p a re n t o r teacher. 
R easons for referrals from teach ers  included classroom  d isrup tion  or 
social isolation. W ithin th e  school, a  team  of th erap is ts , counsello rs 
an d  psychologists, led by th e  Head of School, worked w ith groups of 
children a s  well a s  providing one-to-one sessions. 1 worked 
individually w ith th ree  children  aged betw een 6-9 and  en tered  in to  
group w ork w ith 12 children aged 6-7 w ith  p resen ting  difficulties 
including ad ju s tm en t to living in  foster care, p a ren ta l divorce an d  
pa ren ta l illness.
Supervision w as conducted  externally by a  qualified psychodynam ic 
psychotherapist. 1 received jo in t supervision w ith  a  counselling  
psychology colleague, w hich involved exam ination  of verbatim  reports  
of each  session  from the  perspective of various psychodynam ic 
theories.
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Year Three P lacem ent: A C om m unity Drug and A lcohol Team , a 
Young O ffenders E stab lishm ent and a C om m unity M ental H ealth
Team
My th ird  year p lacem ent included  th ree  different p lacem ent se ttings 
w ithin one National H ealth  Service tru s t. Initially 1 spend  one day a  
week w ithin a  Com m unity D rug an d  Alcohol Service com prising a  
m utli-d isciplinaiy  team  offering a  h a rm  reduction  approach  to people 
w ith d rug  an d  alcohol problem s. The team  consisted  of a  clinical 
m anager, social w orkers, n u rse  practitioners, d rug  w orkers, a  crim inal 
ju stice  liaison worker, a s s is ta n t psychologists a n d  a  charted  
counselling psychologist.
Referrals to the  team  were m ade directly by clients, via general 
p ractitioners an d  o ther m ental h ea lth  p rac titioners o r by the  
com m unity m en tal h ea lth  team . C lients referred to  th is  service were 
suffering w ith a  p rim aiy  d rug  a n d /o r  alcohol problem . In addition, 
they were often experiencing difficulties relating  to th is  d rug  a n d /o r  
alcohol problem  including anxiety, depression, effects of childhood 
abuse, p ost trau m atic  s tre ss  disorder, low self-esteem  an d  re la tionsh ip  
problem s. C lients were offered a  specific n u m b er of sess ions according 
to the ir needs, identified a t  assessm en t. Progress w as reviewed eveiy 
six a ttended  sessions using  objective an d  subjective m easu res.
Supervision w as provided, on a  weekly basis, by a  chartered  
counselling psychologist. Use of an  integrative app roach  w ith a n  
em phasis on cognitive-behavioural principles w as encouraged. 1 
assessed  or worked individually w ith five clients, th ree  m ale, two 
female, aged betw een 31 and  43, p resen ting  w ith  a n  range of 
difficulties including, low self-esteem , depression  a n d  re la tionsh ip  
difficulties.
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Also during  th is  tim e I spend  one day a  week w orking a t  a  Young 
Offenders E stab lishm ent. The Com m unity D rug an d  Alcohol Team h ad  
ten u re  to place team s of d rug  w orkers w ithin  various p risons focusing 
on helping people w ith d rug  problem s during  the ir tim e in prison. This 
team  included n ine d rug  w orkers an d  a  senior p ractitioner. M em bers 
of the  team  received referrals directly from prisoners or by m em bers of 
p rison  staff. They referred these  p risoners to m yself or an d  external 
agency if they h ad  expressed a  desire for fu rth er em otional su p p o rt or 
to explore th e  factors underlying the ir d rug  use. C lients were 
con tacted  an d  asked  if they w ished to a tten d  the ir sessions. They were 
escorted to an d  from the  session  by prison  g uards an d  were seen in  a  
room  on the  d rug  testing  wing.
Line m anagem ent supervision for these  c lien ts w as provided by the  
Senior P ractitioner an d  clinical supervision w as provided by the  
C hartered  Psychologist a t  th e  Com m unity D rug an d  Alcohol Team. A 
prim arily cognitive-behavioural approach  w as taken  focussing on 
M otivational Interviewing. However, person-cen tred  a n d  
psychodynam ic theories were used  in  supervision to inform  my 
practice. 1 assessed  a n d /o r  en tered  in to  individual w ork w ith  th irteen  
clients in th is  setting. All these  clients were m ale an d  aged betw een 18 
and  21 an d  presen ted  w ith difficulties including anxiety, depression , 
childhood physical an d  sexual abuse , personality  d isorder an d  voice 
experiences.
These p lacem ents were term inated  due  to my superv iso rs’ ill h ealth . 
My th ird  p lacem ent took place during  th e  la s t four m o n th s  of my 
train ing  an d  w as located w ithin a  C om m unity M ental H ealth  Team  
w ithin the  sam e NHS tru s t. However, I con tinued  to see one clien t 
from th e  Com m unity Drug and  Alcohol Team  w ith w hom  I h a d  agreed 
to work w ith un til th e  end of my placem ent. Supervision for my w ork
95
Therapeutic Practice Dossier
w ith th is  client w as taken  over by my new superv isor a t  the  
Com m unity M ental H ealth Team.
The team  offered a  range of services for people w ith severe an d  
enduring  m ental h ea lth  problem s including personality  d isorders, 
schizophrenia, eating  disorders, m ajor depressive disorder, phobia  and  
obsessive-com pulsive disorder. The team  com prised a  clinical co­
ordinator, clinical and  counselling psychologists, tra inee  
psychologists, com m unity psychiatric  n u rse s , occupational th e ra p is ts  
an d  social workers.
Referrals were m ade to the  team  prim arily by P sych ia trists  and  
G eneral Practitioners, a lthough  referrals could be m ade by variety of 
M ental H ealth  P ractitioners or directly by th e  client or a  m em ber of 
the ir family. I a ssessed  an d  worked individually w ith five clien ts, th ree  
m ale, two female, aged betw een 23 an d  42, p resen ting  w ith  difficulties 
including agoraphobia, personality  disorder, depression, obsessive- 
com pulsive d isorder an d  schizophrenia.
Weekly supervision w as offered by a  co n su lta n t clinical psychologist 
from an  integrative perspective. T reatm ent packages were tailored to  
the  c lien ts’ individual needs m aking u se  of various theoretical m odels 
and  techn iques applied in an  ethical an d  considered m anner.
O ther p lacem ent activities during  th is  year included  a tten d an ce  a t  
m ulti-d isciplinaiy  team  m eetings an d  psychology m eetings, 
a ttendance  a t  departm en tal sem inars, jo in t a sse ssm e n t an d  
observation of psychologists w ithin  th e  team , jo in t w ork w ith  an  
occupational th e rap is t an d  liaison w ith various p rofessionals 
th ro u g h o u t the  year.
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Final C linical Paper 
Integrating theory, research and practice.
Introduction
The overall a im  of th is  p ap er is  to  explain m y endeavour to  in tegrate  
psycho therapeu tic  theoiy , resea rch  a n d  clinical practice. In  o rder to 
do th is  an d  in  view of the  c u rre n t an d  continu ing  debate  over the  
differentiation betw een counselling psychology a n d  clinical psychology 
(Alvoeiro, 2002; J a m e s  & W ilkinson, 2002; K inderm an, 2002; Woolfe, 
2002) I also in tend  to in troduce  my c u rre n t perception of the  
profession of counselling psychology. Following th is , I will p resen t 
som e of m y th o u g h ts  ab o u t two form s of in tegration  a tten d ed  to  
th ro u g h o u t m y training: the  in tegration  of theoretical app roaches to 
practice a n d  th e  in tegration  of theo iy  a n d  research  in to  practice -  th e  
scientist-practitioner approach . The re s t  o f th is  p ap er will a ttem p t to 
convey to the  reader my developm ent in  these  two a reas  of in tegration , 
by exam ining each  year of m y tra in in g  a n d  som e of th e  even ts a n d  
experiences th a t  have con tribu ted  to my c u rre n t way of working. In 
particu lar, I wiU a ttem p t to  p re sen t bo th  exam ples from  m y clinical 
w ork a n d  of personal challenges th a t  have sh ap ed  m e a s  a  counselling  
psychologist. W here case  illu stra tions are  used , any  de ta ils  th a t  m ay 
lead to th e  identification of a  c lien t have been  altered  to  preserve 
confidentiality.
What is  C ounselling P sychology?
A definition of th e  profession w as recently  p resen ted  in  a  s ta te m e n t by 
th e  Division of C ounselling Psychology:
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"Counselling psychology is  distinctive in its competence in the psychological 
therapies, being firmly rooted in the discipline of psychology whilst 
em phasising the importance of the therapeutic relationship and process’ 
(British Psychological Society, July 2001).
The s ta tem en t goes on  to  h ighlight counselling psychology’s  focus on  
In teg ra tio n ’ a n d  a  liig h  level of self aw aren ess’. The docum en t also  
describes a sp ec ts  of counselling psychology train ing , practice, 
com petencies, c lien t w ork, a n d  settings. However, in  a  recen t edition 
of T he Psychologist’ (February 2002) the  s ta tem en t is questioned  
particu larly  w ith regards to th e  difference betw een clinical a n d  
counselling psychology (Kinderm an, February  2002; Alvoeiro, 
F ebruary  2002). In a  response  to th is  question , J a m e s  a n d  W ilkinson 
(April 2002) suggest th a t  it is  possible th a t  clinical a n d  counselling  
psychology have grown closer a s  they have evolved. It is  possible th a t  
w ith  increasing  evidence of the  im portance of th e  therapeu tic  
relationship , n u m ero u s a reas  of applied psychology are  tak ing  acco u n t 
of th is  factor. However, J a m e s  a n d  W ilkinson (April 2002) go o n  to  
s ta te  th a t  surface level sim ilarities, su ch  a s  w ork se tting  an d  
p resen ting  problem s, m ay m ask  differences in  underly ing  
philosophies. Woolfe (April 2002) underlines th is  w ith h is  resp o n se  i t  
a in ’t  w ha t you do it’s  the  way th a t  you do it’, h ighlighting th e  
im portance in  counselling psychology of ^hum anistic’ over 
‘experim ental’ values a n d  a  focus on  ‘being w ith ’ ra th e r  th a n  ‘doing to ’. 
This is  th e  feature  th a t  drew  m e to the  profession of counselling  
psychology an d  though  I have m et clinical psychologists w ho value the  
sam e idea, I feel it  is  its  prim acy in  counselling psychology th a t  
d ifferentiates it  from its  s is te r disciplines.
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What is integration?
As m entioned  above counselling psychology is  concerned  w ith the  
in tegration  of theoiy , research  a n d  practice. D uring m y tra in ing  both  
theore tical in tegration  a n d  th e  scien tist-p ractitioner app roach  have 
been a ttended  to.
In  th e  increasingly ‘post m odern ist’ cu ltu ra l clim ate there  h a s  been a  
decrease  in  th e  popularity  o f p u ris t app roaches in  m any  a re a s  of 
understand ing , including psychology (Palmer & Woolfe, 2000). M esser 
a n d  Safran  (2002) rem ark:
From a  post-modern perspective, one of the m ost important functions that 
the psychotherapy integration movement can serve is  to help theorists and 
practitioners move beyond the attitude of superiority, contempt, and aversion 
which frequently arises from the confrontation of adjoining therapeutic 
"cultures" towards a  sense of surprise and eagerness to leam , which is  also a  
natural hum an response to difference (Feyerabend, 1987). (p.3)
W ith research  evidence indicating th a t  non-specific factors in  therapy  
m ay acco u n t for m ore therapeu tic  change th a t  those  specific to  th e  
therapeu tic  m odel (e.g. Goldfried, C astonguay & Safran, 1992; 
Lam bert, Shapiro  & Bergin, 1986; Luborsky, Singer & Luborsky 1975; 
O’Malley, S u h  & S trupp , 1983), in te res t h a s  grown in  bringing 
together ideas from th e  different schools by p rocess of in tegration. 
W hilst m any stru c tu red  m odels of in tegration  have been proposed (e.g. 
Cognitive Analytic Therapy, Ryle, 1997; M ultim odal Therapy, L azarus, 
1997; Skilled Helper Model, Egan, 2000; T ransactional Analysis, 
B em e, 1975), 1 experienced the  course  a s  encouraging considered an d  
critical developm ent of a n  individual style of in tegration.
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C onsidering th e  ta s k  of in tegration  I explored th e  sa lien t stra teg ies of 
integration: technical eclecticism  (the u se  of techn iques from various 
theories applied in  one therapy), com m on factors (identifying effective 
a sp ec ts  com m on to  various theories a n d  w orking specifically w ith 
these), an d  theoretical in tegration  (two or m ore theories com bined to 
form a  superio r conceptual framework) (for critical review see M esser 
ÔS Safran, 2002). W hilst each  of these  m ethods h a s  been valuable in 
enabling m e to experim ent w ith  various form s of in tegration  I feel th a t  
I have moved tow ards ‘m etatheoretical in teg ra tion ’ (M esser & Safran, 
2002). This app roach  acknow ledges th e  difficulties in h eren t in  the  
o th er form s of in tegration  including, th e  application of techn iques 
w ithou t reference to th e  con tex tual n a tu re  of knowledge; overlooking 
im portan t d istinc tions betw een seem ingly com m on principles; 
com bining theo ries th a t  a re  often irreconcilable a t  a  theoretical level.
C onsidering th e  p luralistic  perspective, all theories a re  seen  a s  
necessarily  lim ited a n d  The b est way of approach ing  th e  t ru th  is 
th rough  the  ongoing confrontation of m ultiple, com peting theories 
w ith  d a ta  a n d  w ith each  o th er’ (M esser & Safran , 2002, p.6). M esser 
an d  Safran  (2002) suggest th a t  m etatheoretical system s can  be 
th o u g h t of a s  Tnultiple len ses’, w hich can  bring in to  sh a rp e r focus 
different phenom ena a n d  different a sp ec ts  of th e  sam e phenom enon. 
This allows th e  p rac titioner to  take  in to  acco u n t the  ‘paradoxes an d  
contrad ictions th a t  a re  in h eren t in  life’ (M esser & Safran, 2002, p .7). 
They con tinue  th a t  th is  system  of in tegration  ‘favours a  firm grounding  
in any  one system  of psychotherapy, b u t w ith a  w illingness to 
incorporate  or assim ilate  perspectives or p rac tices from  o th er schoo ls’ 
(M esser & Safran, 2002, p.8).
This approach  also  h a s  im plications for evaluation of th erap eu tic  
in terven tions a s  evaluation is coloured by theoretical va lues an d  
m eaning. M esser an d  Safran  (2002) explain how  a  post-m odern
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perspective leads u s  to  engage in  th is  complexity ra th e r  th a n  to  gloss 
over it o r ignore it. They also  em phasise  th e  im portance of ongoing 
dialogue w ith colleagues w ho hold different world-views an d  w ith 
c lien ts ab o u t th e  ta s k s  a n d  goals of therapy.
D uncan  (2002) tak es  the  involvem ent of the  c lien t in  th e  application  of 
a n  integrative app roach  a  step  fu rth er proposing th a t  ‘conducting  
therapy  w ithin  the  context of th e  c lien t’s  own theo iy  of change offers 
w ays of in tegrating  m ultip le therapy  perspectives’ (p. 1). D uncan  an d  
M oynihan (1994) a s se r t th a t  utilising the  c lien t’s  theo iy  of change 
facilitates a  favourable relationship , w hich increases client 
participation  an d  therefore en h an ces positive outcom e. I find m yself 
increasingly in terested  in  c lien ts’ beliefs a n d  th e  im plications of these  
for th e  therapeu tic  endeavour.
To facilitate one’s  u n d ers tan d in g  of th e  c lien ts’ perspective it  is also of 
value to develop one’s  skills in  a ttu n em en t. E rskine (1998) describes 
a ttu n em en t as:
a  kinesthetic and emotional sensing of others knowing their rhythm, affect 
and experience by metaphorically being in their skin, and going beyond 
empathy to create a  two-person experience of unbroken feeling 
connectedness by providing a  reciprocal affect an d /or  reasoning response. 
(P.2)
Becoming a ttu n e d  to a  client can  help  th e  p rac titioner to select 
theoretical perspectives th a t  can  be m ost helpfully u tilised  by th e  
client. Integration a ttem p ts  can  th en  be tailored to the  individual an d  
im plem ented w ith in  a  close in te rpersonal relationship .
An im portan t elem ent of in tegration  in  th e  discipline of counselling 
psychology is the  application  of theo iy  an d  research  w ith in  practice. 
The purpose  of engaging in research  according to Woolfe (1996) is  to
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‘generate  knowledge for deba te ’ (p. 13). R esearch provides 
opportun ities to  te s t theo iy  an d  to evaluate practice, b u t  can  be bo th  
inform ing an d  inform ed by theo iy  a n d  practice. Counselling 
psychology differs from  o th er a re a s  of applied psychology in  its  
epistemological s tan ce  tow ards research . Woolfe (1996) h ighlights the  
hum an istic  value system  underlying counselling psychology an d  
C larkson (1998) a sse r ts  that:
"because of it’s  very youth and recent emergence in this country, it’s  
[counselling psychology] philosophy of openness and inquiry, and its lack of 
dogmatic adherence to singular approaches, m ethods or ideologies, could be 
m ost hospitable to the development and celebration of less  traditional and 
perhaps more innovative and experimental forms of integrating research and 
practice.’ (p-xvi, bracketed material added)
T hroughout my train ing , various form s of resea rch  an d  evaluation  
have been exam ined, w ith  em phasis  on  th e  value of qualitative a s  well 
a s  quan titative  m ethods. The way in  w hich research  h a s  im pacted  
upon  my practice is  threefold. First, th e  way I work is inform ed by 
cu rre n t research , su c h  a s  th e  increasing  evidence of th e  value of th e  
therapeu tic  rela tionsh ip  (e.g. Asay & Lam bert, 1999). Second, m y own 
research , su ch  a s  my qualitative research  in  my second y ear of 
tra in ing  (Laughton, 2001) w hich opened my eyes to  th e  im portance of 
c lien ts’ percep tions of th e ir difficulties a n d  th e ir experiences of 
therapy. Third, the  way in  w hich I evaluate  m y work, su ch  a s  th ink ing  
ab o u t th e  so rt of outcom es th a t  a re  perceived a s  valuable, by w hom  
they are  held a s  valuable an d  how  these  can  be ‘m easu red ’ o r b e tte r 
said, identified.
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How do I w ork a s  a  cou n sellin g  p sych o log ist?
C onsidering these  developing ideas ab o u t in tegration , I will now  
provide a n  accoun t of each  year of m y tra in ing  w ith a  focus on my 
theoretical app roach  a t  each  stage a n d  th e  im pact of m y personal 
developm ent on my integrative approach.
Year 1 -  Person-centred m eets cognitive-behavioural
D uring my first year of train ing , th e  theoretical focus of th e  course  w as 
m ainly generic w ith som e early person-cen tred  skills train ing . I found 
the  work of Rogers (1959) particu larly  helpful a t  th is  tim e a s  it 
provided a  foundation  for ^being w ith ’ clients. Considering m y lack  of 
experience, I w as nervous ab o u t s ta rtin g  my p lacem ent an d  it w as 
com forting to leam  ab o u t th e  basic person-cen tred  skills: em pathy, 
unconditional positive regard an d  genu ineness (Rogers, 1959) a n d  to 
feel a s  though  I h ad  som e basic tools w ith w hich to engage a  client.
The m ain  p a rt of my p lacem ent w as in  a  m ultid iscip linaiy  team  in  a  
psychiatric  rehabilita tion  un it. The o rien tation  of my supervisor w as 
cognitive-behavioural a lthough  she  respected  the  person-cen tred  
approach  and  encouraged th e  u se  of person-cen tred  skills a long vrith 
th e  application  of cognitive-behavioural therapy. This h a s  a lso  been  
suggested by Beck, R ush, Shaw  an d  Em eiy (1979) who em phasised  
th a t  th e  th e rap is t should  dem onstra te  Rogerian principles, no ted  
above, to prom ote th e  growth of a  tru s tin g  collaborative re la tionsh ip  
w ith the  client. In th is  se tting  these  two approaches were particu larly  
usefu l in  my w ork w ith  one client, Mr. M (Laughton, 2000). In o rder to  
dem onstra te  my in tegration  of these  app roaches I will describe my 
w ork w ith him  below.
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Mr. M w as a  40-year-old m an  w ho h a d  been diagnosed w ith  
schizoaffective d iso rder (American Psychiatric A ssociation, 1994). 
D uring the  a sse ssm en t it w as estab lished  th a t  he  held  som e 
delusional beliefs a n d  w as experiencing au d ito iy  ha llucinations. His 
core belief, w hich w as associated  w ith th e  aud ito iy  hallucinations, w as 
th a t  he  could converse directly w ith God. Mr. M w as a t  th e  discharge 
p lann ing  stage an d  th e  persistence  of the  delusional co n ten t of h is  
speech w as proving problem atic in  form ing rela tionsh ip s w ith  sta ff in  
po ten tial new  accom m odation a s  the  ‘conversations w ith G od’ w ould 
in te rru p t conversations w ith  o th er people. It appeared  th a t  a lthough  
Mr. M h a d  stabilised  well on  h is  m edication th e  beliefs still served 
m any functions for h im  an d  so h a d  n o t been  readily d iscarded . His 
beliefs provided h im  w ith com panionship , a n  answ er to  any  question , 
a n  escape from  adverse c ircum stances, a n d  a  pu rpose  in  life. It w as 
felt th a t  h is  beliefs were becom ing m ore pronounced  a n d  e laborate  a t  
th a t  tim e a s  a  way of coping w ith th e  fear an d  s tre ss  th a t  m ay have 
been aroused  by p lann ing  h is  d ischarge from the  un it.
The aim  of th e  cognitive-behavioural approach  se t o u t  by Chadw ick 
an d  Lowe (1990) w as to verbally challenge the  clien t’s beliefs in  a n  
ind irect w ay to  reduce th e  risk  of ‘psychological reac tan ce ’ (Brehm, 
1966). W ith th is  in  m ind, it w as decided in  supervision th a t  h is  beliefs 
m ight usefully be explored by indirectly  m aking u se  of specific 
psychological techn iques including  ‘behavioural re h e a rsa l’ (Butler, 
1989).
W ith th e  developm ent of o u r therapeu tic  relationship , I u sed  the  
person-cen tred  skill of em pathy  to com m unicate  a n  u n d e rs tan d in g  of 
h is  beliefs an d  to  explore th e  functions of these. W ithout directly 
challenging these  beliefs we looked for a  jo in t goal w hich w as decided 
a s  im proving re la tionsh ips w ith  o th ers  (this w as of vaiying in te re s t to
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Mr. M, b u t he  agreed th a t  it h a d  som e value). In th is  p u rsu it we 
explored th e  im pact of h is  conversing w ith God an d  he  w as aw are th a t  
it w as im portan t to be able to  converse w ith people w ith  lim ited 
in te rrup tion . We engaged in  behavioural reh earsa l gradually  extending 
specified am o u n ts  of tim e th a t  we would ta lk  ab o u t topics chosen  by 
Mr. M during  w hich he  w ould a ttem p t to  engage in  conversation w ith  
me, w ithou t th e  in te rrup tion  of responding  to aud ito iy  ha llucinations. 
Social reinforcem ent w as given if he  w as successfu l o r the  
conversation w as ended if  he  becam e d istracted .
At th e  end  of o u r 19 sessions, though  there  w as lim ited reduction  in 
Mr. M’s  delusional beliefs, he  w as able to  choose w hether to respond  
to the  aud ito iy  ha lluc ina tions an d  w as able to hold sh o rt 
u n in te rru p ted  conversations vrith me. D uring o u r review session , Mr. 
M revealed th a t  he  h a d  valued o u r rela tionsh ip  an d  th e  space to ta lk  
in  dep th  ab o u t h is  feelings a n d  beliefs. I hoped th a t  th is  m ight allow 
him  to see th e  benefit of estab lish ing  closer re la tionsh ips vrith o thers.
The application  of bo th  the  person-cen tred  an d  cognitive-behavioural 
app roaches w as invaluable on  th is  occasion a s  I believe th a t  it  w as 
necessa iy  to invoke th e  person-cen tred  re la tionsh ip  a s  th e  experiential 
tool of change w hilst m ain ta in ing  sufficient s tru c tu re  an d  behavioural 
form s of reinforcem ent.
W ith reference to  my personal developm ent during  th is  year, 1 found  I 
w as experiencing difficulty speaking in  group situa tions. At th is  tim e I 
h ad  ju s t  com m enced personal therapy  an d  decided to focus on  th is . 
My th e rap is t w as integrative in  o rien tation  an d  com bined elem ents of 
tran sac tio n a l analysis (Beme, 1961) an d  G estalt therapy  (Peris, 1969) 
to  help m e to  u n d e rs tan d  w h a t w as obstruc ting  me. Once I h a d  gained 
som e u n d ers tan d in g  of the  roo ts of th e  difficulty I w as able to express
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a n d  explore som e of m y fear a n d  d is tress  a n d  th e n  move on  to 
p ractical change.
I s ta rted  by designing iDehavioural experim ents’ (Clark, 1989) w here I 
w ould exam ine m y negative expectations ab o u t ta lk ing  in  a  group 
situa tion  an d  th en  p lan  to say som ething in  a  p a rticu la r group 
situation , w hether th is  took th e  form of a  sim ple question  or offering a  
sm all suggestion. Following th is, I m onitored my own responses, an d  
those  of o thers, a n d  d iscussed  th is  in  therapy. I recognised th a t  I 
tended  to  overem phasise negative aspec ts  of my experience, for 
exam ple, w hen som ething  I’d said  w as followed by silence, I took it  to 
be th a t  I h a d  said  som ething  Svrong’ o r ‘obvious’, w hereas I tended  to 
autom atically  d isco u n t any  positive feedback. W hilst con tinu ing  to 
expose m yself to  th e  anxiety provoking s itu a tio n  of ta lk ing  in  g roups 
an d  a ttend ing  to the  effects of each  behavioural experim ent, the  
anxiety I felt in  group situ a tio n s  h a d  s ta rted  to  diitiinish. C urrently , I 
have n o t reached  a  po in t w here I feel happy  an d  relaxed in  groups, b u t  
I am  no longer paralysed  in  silence.
This personal experience of th e  in tegration  of a n  explorative app roach  
w ith a  pragm atic one helped to convince m e of th e  transfo rm ational 
value of exploration in  a  non-judgem ental respectful re la tionsh ip  
com bined w ith self-m anaged risk  taking. I believe th a t  m y personal 
experience of these  app roaches w as of u se  in  my practice a s  I felt I h ad  
increased  em pathy  for the  experience of being a  client. Also my 
increased  confidence in the  utility  of th e  app roaches helped m e to 
com m unicate to my clien ts a  genuine belief in  the  possibility of 
change. I left Year One feeling a s  though  I h ad  a  good grounding  in  
cognitive-behavioural theo iy  a n d  th a t  it m ade sense  to irie a n d  w orked 
well in  com bination w ith th e  person-cen tred  approach  th a t  I also 
valued. However, I felt apprehensive ab o u t moving in to  th e  lesser- 
know n territo iy  of th e  psychodynam ic year.
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Year 2  —fin d in g  th e  right p sychodynam ic  approach
The o rien tation  o f th e  second y ear of m y tra in ing  w as psychodjm am ic. 
D uring my u n d erg rad u ate  degree, the  psychodynam ic app roach  w as 
viewed a s  outm oded a n d  ‘off th e  walT. D uring th e  single lec tu re  th a t  
we h a d  a b o u t th is  approach  I w as exposed to  seem ingly b izarre te rm s 
su c h  a s  ‘O edipus com plex’ and  ‘reaction  form ation’. The lack of 
en th u s ia sm  tow ards th is  app roach  in  m y u n d erg rad u ate  d ep artm en t 
com bined w ith m ocking com m ents by lay people a b o u t th is  theoretical 
approach , su c h  a s  ‘a re  you going to analyse  m e?’ or ‘you psychologists 
read  m eaning in to  everything an d  it u sua lly  com es down to  sex’ left 
m e feeling dub ious a b o u t these  ideas.
However, in  deciding to  apply for counselling  psychology tra in ing , I 
developed a n  in te res t in  th e  psychodynam ic approach  an d  s ta rted  to 
w onder ab o u t th e  stereotyped image I h a d  formed. D uring  th e  
psychodynam ic lec tu res in  th e  first year of th e  course, w hilst I found 
som e of th e  language h a rd  to  take  in , I found  som e a reas , su c h  a s  th e  
therapeu tic  fram e (see Sm ith, 1999), intuitively appealing. In the  
second year, o u r  psychodynam ic lec tu res featured  th e  w ork of Klein 
(1946), in w hich I found som e asp ec ts  useful, b u t  decided to 
independently  seek a n  approach  th a t  w as m ore closely linked w ith  the  
person-cen tred  principles th a t  I respected . D uring th is  search , I 
becam e confused by a  p le tho ra  of vaiying ap p ro ach es labelled 
psychodynam ic an d  found it h a rd  to get a  grip on th e  basics of th e  
theoretical approach.
My m ain  ta sk  for th is  year w as to effect a  change in  th erap eu tic  style, 
becom ing less active a n d  pragm atic  to being m ore concerned  w ith 
rem em bering an d  re-experiencing (Kahn, 1997), th ink ing  m ore ab o u t 
th e  process of therapy  an d  a ttend ing  to transference  a n d
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coun tertransference  (Racker, 1968). In order to  o rien t m yself to  th is  
app roach  I found th e  in tegration  of psychodynam ic principles w ith  the  
person  cen tred  values helpful. K ohut’s  (1984) approach  in  p articu la r 
va lues em pathy  an d  Bowlby (1988) h ighlights th e  im portance of 
security  a n d  tru s t  in  the  therapeu tic  relationship . An exam ple of th is  
ven tu re  is  illu stra ted  by m y w ork w ith  Ms. C (Laughton, 2001a) in  a  
s tu d e n t counselling service.
Ms. C w as a  19-year-old w om an in  h e r  first year of a n  a r t  degree a t  
university. She initially approached  th e  service reporting  th a t  in  h e r 
first term  she  h ad  felt frozen ’ an d  w as unab le  to pain t. She believed 
th a t  th is  w as because  she  w as supp ress ing  feelings ab o u t h e r 
rela tionsh ip  w ith  h e r  father. She said  th a t  she  felt she  h a d  low self- 
esteem  because  h e r fa ther h a d  never show n h er basic love a n d  respect 
a n d  th a t  m ade it difficult for h e r to  like herself o r to let anyone else 
like her. Her a im s were: to  u se  the  sessions a s  a n  ou tle t for h e r 
feelings so a s  to  avoid getting back  in to  th e  frozen’ s ta te  of la s t  term ; 
to explore h e r rela tionsh ip  w ith  h e r  fa ther an d  th e  im pact th a t  it w as 
having on  h e r p resen t life; an d  to  w ork on liking a n d  respecting  
herself.
Her rela tionsh ip  w ith he r m other w as s ta ted  a s  being veiy close, 
a lthough  she revealed th a t h e r m other could be critical of her, 
particu larly  w ith regard to  h e r appearance  an d  h e r lifestyle, w hich she  
reported a s  being veiy hurtfu l. Ms. C described a  n u m b er of very 
close, enm eshed  re la tionsh ips w ith people w hom  she adm ired  for the ir 
confidence a n d  responsibility. However, she  felt th a t  sh e  lost h e r  sense  
of self in  these  rela tionsh ips an d  m oulded herself to w h a t she  felt th e  
o th er person w anted  an d  w as beginning to be dissatisfied  w ith these  
so rt of friendships.
From the  work w ith her, it appeared  to m e th a t  Ms. C h ad  experienced 
fru stra tion  of two of h e r developm ental needs: th e  need  to be show n
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th a t  she  w as special a n d  w onderful a n d  tlie  need to  have a  p a re n t to 
idealise. In te rm s of K ohut’s  (1984) theo iy  she h ad  n o t received 
adequate  h iirro ring ’ from h e r p a ren ts  and  w as lacking a n  ‘idealised 
p aren ta l im ago’. Ms. C appeared  to  experience feelings of 
w orth lessness in te rrup ted  by unrealistic  grandiosity  (viewing h e r 
perspective a s  superio r to others) a s  she  strove for som e gratification 
of h e r m irroring needs (Kahn, 1997). In addition, she  appeared  to seek 
o u t friendsh ips w ith those  w hom  she perceived in a n  idealised m an n er 
apparen tly  in  search  of a n  idealised pa ren ta l imago. However, h e r 
d issatisfaction  in all h e r  re la tionsh ips resu lted  from h e r a ttem p t to 
ob tain  primitive gratification of these  developm ental needs. My aim  
w as to  encourage th e  developm ent of m atu re  se lf-s truc tu res via 
tran sm u tin g  in te rnalisa tion  (Kohut, 1984), i.e. by providing these  
functions m yself in  therapy, w hilst acknowledging m y occasional 
failures a n d  providing a n  opportunity  for Ms. C to develop h e r ability 
to  be h e r own m irror an d  own ideal.
Her rela tionsh ip  w ith h e r  fa ther w as th e  focus o f m u ch  of th e  therapy , 
the  course  of the ir rela tionsh ip  appeared  to have been variable, w ith 
periods of need iness interrningled w ith  w ithdraw al on  bo th  sides. 
However, during  th e  therapy  Ms. C s ta rted  to explore w h a t so rt of 
re la tionsh ip  she  w anted  to have w ith h e r fa ther now  th a t  sh e  h a d  
moved aw ay an d  felt herself to be m ore independen t from h e r p a ren ts . 
Exam ining the  w ays in  w hich she  w anted  h e r fa the r to change, we 
explored th is  p a tte rn  in  o th er rela tionsh ips, including  o u r 
relationship , an d  were able to  gain in sigh t in to  th e  origins ^ d  effect of 
h e r striving for reassu ran ce  an d  a n  idealised object. Via th is  
u n d ers tan d in g  an d  explanation  h e r  behaviours were p u t  increasingly  
u n d e r the  control of h e r  ego. Resisting the  urge to com prehensively 
gratify h e r  m irroring a n d  idealising needs a n d  em pathetically  
exploring the  failures of m yself a n d  o thers to gratify these  needs she  
w as able to begin to develop new  self-structu res. This w as m anifested
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in  a  g reater sense  of h e r own identity  a n d  values a n d  a  seem ingly 
m ore stab le  sense  of self-esteem .
A personal challenge th a t  I faced in  m y second year em erged in  my 
w ork w ith  children. One day a  week of my p lacem ent w as sp e n t in a n  
in n er London school w orking w ith children  aged 6 to  9 years old. I 
found th a t  I becam e im m obilised in  therapy  by a  fear over w hether 
w ha t I w as doing w as Tight’ or W o n g ’. An exam ple o f th is  w as in  my 
w ork w ith  Miss. M (Laughton, 2001).
Miss. M w as a  7-year-old girl referred for individual therapy  due  to h e r 
disruptive an d  ‘a tten tio n  seeking’ behaviour in  class. A ttem pting to 
u n d e rs tan d  h e r  behaviour du ring  th e  sessions, it  appeared  th a t  Miss. 
M felt th a t  dram atic  behaviour w as the  only way of com m unicating  h er 
needs a n d  h e r d istress. For exam ple, du ring  one session  sh e  told m e 
th a t  she h ad  wet herself w hen she  h a d  not. I in terp reted  th a t  she 
w anted m e to  feel concern  for h e r and  to take  care of her. Her 
expression of need in  th is  way prom pted  o th ers  to label h e r  a s  ‘b ad ’ 
and  it appeared  th a t  sh e  h a d  s ta rted  to form a n  im age of herse lf a s  
‘b ad ’.
Her dram atic  behaviour during  sessions also involved th e  throw ing of 
toys, u sing  u p  a r t  m ateria ls an d  sp read ing  p a in t on th e  w alls an d  floor 
of the  playroom. In th e  early sessions, I felt u n certa in  ab o u t th e  
correct boundaries to place on  th e  session  an d  h e r su b seq u e n t 
unboundaried  behaviour escalated. Through supervision I w as helped 
to identify my own fears, th a t  were in terp reted  a t  im m obilising me, 
an d  w as encouraged to define an d  im plem ent a  clear fram e a ro u n d  the  
sessions and  to take  m ore risk s in  m aking  in te rp reta tions. Over the  
year. Miss. M responded significantly to  th e  con ta inm en t of th e  fram e 
a n d  my confidence increased  in  tak ing  risk s w ith  in te rp re ta tions. She
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becam e m ore able to  com m unicate  h e r needs a n d  d is tre ss  verbally 
an d  h e r teach er no ted  a  decline in  h e r  d isruptive behaviour in  class.
The com bination of finding th e  type of psychodynam ic app roach  th a t  
fitted vrith my own experience a s  well a s  th e  person-cen tred  princip les 
I held dear, helped m e to  be able to  p ractice integratively in  m y second 
year. In addition, th e  u se  of supervision helped me to identify a n  a rea  
th a t  w as holding m e back  from  fully engaging in  th is  new  approach . 
T hrough exploration a n d  risk  taking, I w as able to in tegrate  im portan t 
aspec ts  of the  psychodynam ic approach , su ch  a s  m anagem ent of the  
therapeu tic  fram e an d  risk ing  in te rp re ta tio n s th a t  m ight be rejected  by 
the  client, in to  my work. At th e  end  of th e  second year I w as looking 
forward to th e  cognitive-behavioural a sp ec t of my th ird  year, b u t  
feeling apprehensive a n d  confused ab o u t th e  possibility of in tegration  
of th e  th ree  m ajor theoretical models.
Year 3  -  fin d in g  m y ow n w a y  o f  integrating
W hilst th e  focus of th e  course  in  Year Three w as on  th e  application  of 
cognitive-behavioural theoiy , it w as also the  tim e to th in k  ab o u t 
in tegration. I h a d  p u rsu ed  m y in te res t in  alcohol problem s by securing  
a  p lacem ent in  a  d rug  and  alcohol service. W ithin th is  se tting  
P rochaska  a n d  DiClem ente’s  (1982) tran stheo re tica l m odel of change 
w as of in te res t in  th e  p u rsu it of in tegration  an d  because  of i t ’s  
application in  the  a re a  of addictions (Miller & H eather, 1998). The 
foundations of th e  transtheo re tica l m odel were initially proposed  by 
P rochaska (1979) following h is  ‘system atic  survey of 18 theories of 
psychotherapy’ (p.ix). The tran stheo re tica l approach  encom passes 
processes, stages a n d  levels of change identified form existing  theories. 
I found it a  usefu l guide in  helping m e to th in k  ab o u t th e  types of 
app roach  th a t  m ay be m ore usefu l for c lien ts a t  different s tages of
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change. My integrative th ink ing  w as a lso  influenced by m y second 
year qualitative research  investigating c lien ts’ beliefs ab o u t the ir 
alcohol problem  an d  th e  effects these  on  th e ir experiences an d  
expectations of th erap eu tic  in tervention  (Laughton, 2001). I began  to  
th in k  ab o u t c lien ts’ etiology beliefs an d  how  these  effected therapy  (see 
A tkinson, W orthington, D ana  & Good, 1991).
At th e  beginning of th e  th ird  year an o th e r personal challenge reared  
i t ’s  Tigly h e ad ’. I felt u n d e r  a  lot of p ressu re  from being in  m y final 
year. My expectation th a t  I shou ld  be feeling a  lot m ore confident in 
m y c lien t work, com bined w ith  th e  challenge of finding m y own 
integrative style m ade m e question  my ability to  com plete the  
doctorate. I im agined my fa ilu re ’ in  various ways, a t  various po in ts  in  
th e  y ear a n d  w as faced w ith th e  w asted  investm ent o f so m u ch  tim e 
an d  money. This com bination of issu e s  im pacted on m e in  supervision 
a n d  in  m y clien t w ork a s  I re tu rn ed  to  a  hypersensitivity  to  negative 
feedback. W hilst th is  w as n o t a n  entirely new  sensitivity, it w as 
exacerbated  by globalistic an d  ca tastroph ic  e lem ents of my th ink ing  a s  
I experienced m inor criticism  a s  reflective of p e rm an en t a n d  
detrim ental flaws. I noticed m yself becom ing m ore res tra ined  in  my 
c h e n t w ork again, avoiding being critical a s  m y own fear o f criticism  
clouded m y vision of wdiat k ind  of feedback m ight be usefu l to  m y 
clients.
However th is  difficulty w as identified early on  in th e  year w ith  my 
supervisor an d  a ttended  to individually, w ith peers a n d  w ith in  
personal therapy. It w as recognised th a t  it w as im portan t to  find a  way 
of being able to ad d re ss  issu es  w ith  c lien ts  th a t  m ay be pain fu l a n d  
upse tting  ra th e r  th a n  holding back  for fear of being experienced a s  a  
critical therap ist. In tegration  of app roaches helped m e to  ad d re ss  th is  
issue. I found th a t  a  variety of explorative a n d  pragm atic ap p ro ach es 
were usefu l in  add ressing  my own difficulties w ith negative feedback
112
Therapeutic Practice Dossier
a n d  th e  experience of h o n es t a n d  open feedback a b o u t m y struggle 
w ith  th is  issue  in  supervision gave m e a n  experience of constructive 
criticism . The in tegration  of a  respectfu l person-cen tred  relationship , 
w ith  th e  challenging a sp ec ts  of psychodynam ic uncovering of h idden  
pa in  an d  cognitive-behavioural challenging of negative au tom atic  
th ough ts , helped m e to  ad d ress  difficult issu e s  w ith  c lien ts w ithou t 
triggering th e  anxiety th a t  they w ould feel destructively criticised. An 
exam ple of th is  is  dem onstra ted  in  a n  a rea  of work w ith Mr. F.
Mr. F w as a  33-year-old m an  w ho w as referred for psychological 
therapy  for sym ptom s of depression  associated  w ith h is  previous d rug  
use. He p resen ted  w ith difficulty concentrating , self-criticalness, low 
mood an d  tearfu lness. Mr. F described h is  fa ther a s  extrem ely critical 
a n d  appeared  to  have in tem aH sed h is  fa th e r’s  critical voice (Beme, 
1961) w hich affected h is  evaluations of himself. I w as particu larly  
aw are of being experienced a s  critical by Mr. F an d  initially failed to 
tackle som e a reas  th a t  I felt m ay lead h im  to feel m ore criticised. 
However a s  I persevered w ith my own issu es  ab o u t criticism  I 
experim ented w ith  th e  constructive approach  th a t  I h a d  personally  
found helpful. In doing th is  I found K ohut’s  (1984) app roach  again  to 
be of a ssis tan ce  a s  he  stressed  the  im portance of validating c lien ts 
perceptions of events w hilst helping to raise  the ir consciousness of 
m ore difficult, covert processes. Of th e  16 appo in tm en ts offered to  Mr 
F h e  h a d  a ttended  11, cancelled 4 on  th e  m orning  of th e  appo in tm en t 
a n d  m issed  1. He h a d  previously been  re lu c ta n t to  ta lk  a b o u t th e  n o n ­
a ttended  sessions w hen he  re tu rn ed  and , due  to  m y concern  over 
being experienced a s  critical, I h ad  failed to ad d re ss  these  absences. In 
o u r 16th session, I ad d ressed  th is  issu e  w ith  Mr. F, reviewing th e  
m issed  an d  cancelled sessions. He reported  th a t  he  h a d  m issed  the  
sessions due  to ill h ea lth  a n d  I reflected th a t  he  did indeed a p p ea r to 
suffer w ith a  pa rticu la r a ilm ent an d  th a t  th is  m u s t be d isrup tive  for 
him . Following th is , I ind icated  th a t  on two occasions he  h a d  a tten d ed
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o u r sessions even though  he  reported  feeling ill on  th a t  day. There 
followed a n  exploration of o ther factors, in  addition to ill health , th a t 
m ay have con tribu ted  tow ards h is  decision of w hether to a tten d  a  
session . A lthough Mr. F found  th is  p rocess difficult, h e  w as ab le  to 
articu la te  som e o ther a spec ts  th a t  m ade it h a rd  for h im  to a ttend , 
su ch  a s  feeling em otionally d rained  after som e sessions o r finding it 
h a rd  to cope w ith difficult issu e s  ra ised  during  sessions. This enabled  
u s  to  ad d ress  these  a re a s  th a t  m ay have rem ained  uncovered due  to 
m y re luc tance  to  be critical. I felt th a t  u sing  a  validating, enquiring  
approach  h ad  enabled  the  experience to be constructive ra th e r  th a n  
critical.
As m entioned in  th e  in troduction , 1 h ad  begun a t  th is  tim e to  th in k  
a b o u t m etatheoretical in tegration  w ith th e  c lien ts’ beliefs a s  a  guide to  
the  relevant p rocesses an d  m ethods of change. I felt grounded  in  my 
u n d ers tan d in g  of cognitive-behavioural th eo iy  a n d  techn iques 
including coping skills enhancem en t a n d  th e  identification an d  
challenging of negative au tom atic  though ts . In addition, I w as 
influenced by th e  principles of th e  person-cen tred  app roach  a n d  h ad  
respect an d  in te res t in  K ohut (1984), Bowlby (1988), th e  language of 
B em e (1961) an d  th e  transtheo re tica l m odel of change (P rochaska 8& 
DiClemente, 1982) a n d  th e  idea of a ttu n em e n t (Erskine, 1998). My 
therapeu tic  approach  w ould vaiy  depending on  th e  client, b u t  I tended  
to th in k  ab o u t the  streng th  of im pact of early experiences a n d  th e ir 
im pact u pon  th e  form ation of schem as (Young, 1999). I w ould also  
th in k  ab o u t the  effect of these  le a m t beliefs on  th e  re la tionsh ips 
c lien ts m ay have in tem ally  w ith ‘p a rts ’ of them selves, su c h  a s  B em e’s 
(1961) critical a n d  n u rtu rin g  paren t, a n d  w ith  o thers, su c h  a s  seeking  
gratification of developm ental deficits. The p rocess of therapy  w ould 
a lso  depend on  th e  c lien ts beliefs a b o u t th e ir p resen ting  problem . For 
exam ple, m y w ork w ith Mr. S d em onstra tes  how  I u sed  a  variety  of 
app roaches to inform  m y w ork using  th e  clien t’s beliefs an d  p resen ting
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is su e s  a s  a  guide for th e  application  of theoretical ideas w hen they 
seem  m ost relevan t a n d  usefu l for th e  client.
Mr, S w as a  20-year-old m an  on  rem and  a t  a  Young Offenders 
E stab lishm en t for a  series o f crim es including  grievous bodily h arm  
a n d  robbeiy. He w as referred for therapy  to  help him  to explore the  
rea so n s  for h is  u se  of c rack  cocaine.
W hilst Mr. S reported  th a t  h e  h a d  been  u sing  c rack  cocaine since he 
w as 16 to  cope w ith ‘s tre sse s  on  ro ad ’ h e  a lso  referred to  ‘personal 
problem s’ w hich he  w as initially re lu c tan t to disclose. In the  second 
session , Mr. S revealed th a t  he  h a d  been  suffering d istu rb ing  
experiences since age 16. He described how  he  often h eard  voices 
laughing  a t  h im  or rhythm ic ‘banging’ a n d  h a d  recently  experienced a  
v isual d istu rbance. He w as very d istressed  by these  experiences, b u t 
seem ed re lu c ta n t to  disclose th em  due  to  th e  po ten tial dam age to  h is  
repu ta tion  w ithin th e  in stitu tion  an d  h is  fear of being se n t to th e  wing 
for those  w ith  serious psychological difficulties. In addition , Mr. S 
found  th a t  he  w as susp ic ious of those  a ro u n d  h im  an d  w as 
experiencing difficulty controlling h is  tem per. He reported  th a t  h e  h ad  
h a d  days added  to  h is  sen tence  for getting in to  fights w ith  o th er 
inm ates.
D uring first few sessions, Mr. S w as veiy su b d u ed  an d  appeared  
re lu c ta n t to  be there. At th is  early stage, Mr. S m inim ised h is  
difficulties and  indicated  th a t  h e  did n o t believe th a t  he  could  be 
helped, ye t he  conscientiously  a tten d ed  sessions. I found it  h a rd  to 
engage h im  an d  felt a s  though  I did n o t w an t to be there  either. I also  
experienced feelings of aversion an d  fear. As it w as u n u su a l for m e to 
feel like th is  tow ards a  client, I w ondered w hether they  m ay be ab le  to  
inform  m e ab o u t bo th  Mr. S ’s  feelings a n d  h is  im pact u p o n  o thers . 1 
postu la ted  th a t  the  fear I h ad  felt rela ted  to  Mr. S ’s  m is tru s t of o th e r’s
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a n d  so concen tra ted  u p o n  m aking  o u r sess ions a  safe environm ent 
an d  on  estab lish ing  a  tru s tin g  secure  rela tionsh ip  w ith him . The initial 
sessions were sp e n t tentatively exploring th e  n a tu re  of the  
d is tu rb an ces  he  w as experiencing a n d  responding  in  a  genuine, 
em pathie  way.
Mr. S p resen ted  a n  increasing  tru s t  in  m e a n d  seem ed relieved to  have 
disclosed h is  experiences to  me an d  to have space to express h is  
d istress. He began to  disclose h is  feelings of d is tress  re la ting  to  h is  
aud ito iy  d is tu rb an ces an d  s ta rted  to perceive these  experiences a s  
som ething  h e  w ould like to  change. At th is  stage, we s ta rted  to  th in k  
a b o u t th e  costs  a n d  benefits a ttem pting  change. Mr. S believed th a t  
m edication m ay be able to help, b u t w as concerned a b o u t dam aging 
h is  repu ta tion  an d  being moved to  th e  ‘special w ing’. After carefu l 
consideration  Mr. S en tru s ted  m e w ith th e  ta sk  of con tacting  a  
p sych ia tris t w hilst we explored h is  fears a b o u t revealing h is  
experience to  a n o th e r party.
Following th is  Mr. S also began to m ention  w ha t he  did w hen h e  h eard  
th e  voices a n d  th is  led u s  to  explore h is  coping skills, b o th  reinforcing 
the  skills he  w as already using, an d  th ink ing  together ab o u t a n  o ther 
skills he  could tiy  out. He disclosed th a t  he  h a d  a  sense  of being m ore 
in  control in  relation to  h is  voice experiences.
As my placem ent, an d  therefore o u r sessions, drew  to a n  end , we 
explored o u r rela tionsh ip  an d  how  it h ad  developed. He w as able to  
disclose th a t  he  som etim es found it difficult to say  if he  d id n ’t  w a n t to 
come to  a  session  (he h ad  a tten d ed  all sessions offered) a s  he  
respected  me. This led to a n  exploration of the  value of resp ec t w ith 
regards to  h is  rep u ta tio n  a n d  h is  im pact u p o n  o thers. At th e  end  of 
therapy  Mr. S reflected th a t  he h a d  valued o u r w ork together an d  
would like to be referred to an o th e r th e rap is t to continue th e  work.
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At different stages du ring  o u r  w ork together, Mr. S ’s  theo iy  ab o u t h is  
d istu rb ing  experiences a n d  h is  m otivation to  change altered. His 
beliefs a t  each  stage were respected  my approach  an d  aim s were 
tailored to h is  needs. I feel th a t  th e  flexibility offered by th is  integrative 
approach  allowed u s  to w ork fruitfully together an d  allowed m e to 
place Mr. S a t  th e  cen tre  of my th o u g h ts  ra th e r  th a n  the  Tules’ of a  
p a rticu la r theoretical approach .
C onclusion
I have m ade a  lot of changes in  th e  way th a t  I have approached  
in tegration  th ro u g h o u t the  th ree  year of the  course  an d  I believe th a t  I 
will con tinue  to develop an d  enhance  m y ideas th ro u g h o u t m y career. 
At p resen t, I see m yself a s  ‘cultivating my in tu itio n ’. I a ttem p t to tailo r 
my integrative app roach  to  each  c lien t by tiy ing  o u t in terven tions 
belonging to  different app roaches an d  a ttend ing  closely to  th e  
response  of th e  client. W hilst I feel th a t  som e singu lar app roaches 
offer m ore certainty , I th in k  th a t  I am  sta rtin g  to  feel confident ab o u t 
my integrative approach , a s  1 build  u p  my own evidence base  of the  
app roaches th a t  a re  helpful for m y clients. I hope to  con tinue  to  
develop my ideas th rough  con tinu ing  professional developm ent 
th ro u g h o u t my career a s  a  counselling psychologist. In addition , I 
hope to  con tinue  w ith m y c u rre n t resea rch  in to  evaluation  exam ining 
th e  a spec ts  of therapy  th a t  c lients find helpful a n d  developing w ays in 
w hich to  m easu re  these  for th e  con tinu ing  im provem ent of th erap eu tic  
services.
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Introduction to the Research Dossier
The R esearch D ossier con ta in s  th ree  resea rch  reports: a  lite ra tu re  
review, a  piece of em pirical research  u tilising qualitative methodology 
a n d  an o th e r u sin g  quan tita tive  m ethods of d a ta  analysis. The 
lite ra tu re  review con ta in s a  critical evaluation  of th ree  m ajor trea tm en t 
app roaches for people w ith an  alcohol problem . The focus of th is  pap er 
w as how  th e  various approaches rela ted  to  th e  principles of 
counselling psychology. It w as concluded th a t  H arm  R eduction 
approaches were m ost appropria te  for counselling psychologists due  to  
th e  em phasis on th e  c lien ts’ autonom y, subjectivity a n d  context.
Following th is, I a ttem pted  to explore th e  im pact of these  client 
variables fu rther. The first em pirical s tudy  co n ta in s a n  exploration 
in to  the  im pact of c lien ts’ beliefs ab o u t th e ir alcohol problem  on th e ir 
experiences an d  expectations of therapeu tic  in terventions. Using 
Interpretative Phenom enological Analysis them es were highlighted in  
th e  d a ta  th a t  m ay help  to explain som e of th e  conflicting re su lts  of 
outcom e studies.
The final piece of em pirical work in  th is  dossier focused upon  
therapeu tic  outcom e. M aintaining m y com m itm ent to  a tten d in g  to  th e  
autonom y, subjectivity and  context of clients, I a ttem pted  to explore 
th e  types of therapeu tic  outcom es th a t  were valued by c lien ts  w ith  a n  
alcohol problem . W hilst lim ited by a  sm all sam ple th e  study  
highlighted som e in teresting  variables th a t  were found to im pact upon  
th e  so rts  of outcom es th a t  were felt to  be im portan t. It w as suggested  
th a t  fu rth er research  could usefully investigate the  im pact of these  
variables fu rth er in  o rder to a id  p rac titioners u n d ers tan d in g  o f the  
needs of clien ts an d  therefore enhance  therapeu tic  outcom e.
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A critica l analysis o f  treatm en t approaches for a lcoh o l problem s 
w ith  a focu s on  harm reduction  from th e perspective  o f  
cou n sellin g  psychology.
Introduction
D ebate w ithin the  field of alcoholism  over the  p a s t 40 years h a s  
focused on the  d isagreem ents ab o u t the  appropria te  trea tm e n t goal for 
problem  d rinkers (H eather & R obertson, 1981, 1989; Miller, 1983a; 
Sobell 8b Sobell, 1995a; Tobin, Delaney 8b Doyle, 1993). Preference over 
the  trea tm en t goal (usually abstinence  or controlled drinking) is often 
governed by the  theoretical model one subscribes to. The pu rpose  of 
th is  report is to review critically the  efficacy of an d  b asis  for trea tm en t 
app roaches to alcoholism , w ith a  focus on h arm  reduction.
In order to u n d e rs tan d  the  perspective from w hich these  m odels will 
be evaluated  I will provide a  brief in troduction  to som e of the  
principles of counselling psychology identifying those th a t  a re  m ost 
relevant to the  sub ject of alcohol problem s. T hroughout the  lite ra tu re  
m any  different term s are u sed  in relation to alcohol problem s. Som e of 
these  definitions will be d iscussed  to improve the  clarity  of te rm s u sed  
th ro u g h o u t the  report. A bstinence, a s  a  trea tm en t app roach  arising  
from the  dom inan t d isease m odels of alcoholism , will th en  be 
exam ined an d  the  success an d  app ropria teness for application  by 
counselling psychologists evaluated. Following th is, the  app roach  of 
controlled drinking, a s  an  expression of a  psychosocial m odel for 
alcohol problem s, will be exam ined. It is suggested th a t  a lthough  
controlled drinking  approaches are m ore in keeping w ith  the  princip les 
of counselling  psychology they rem ain  inadequate.
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The m ain  focus of th is  report will be on harm  reduction  approaches, 
how they  evolved, their p resen t s ta te  of developm ent an d  th e ir place 
w ithin the  practice of counselling psychology. This h a s  been  chosen  as 
the  focus because the  evidence suggests th a t h a rm  reduction  
approaches correspond m ost closely w ith the  principles of counselling  
psychology. It is hoped th a t  prom oting a  greater aw areness of the 
rela tionsh ip  betw een counselling psychology and  h a rm  reduction  will 
facilitate the  aim  of ‘best p rac tice’ for counselling psychologists and  
o ther p rac titioners working w ith th is  client group.
Principles o f  cou n sellin g  psychology
Several of the  factors th a t led to the  growth of counselling psychology, 
(Woolfe, 1996), have been reflected in  the  guidelines se t o u t ‘in  p u rsu it 
of b est p ractice’ of counselling psychology (British Psychological 
Society, 1998, p2). W ithin the  developing m odels of practice  an d  
research  for counselling psychology (British Psychological Society,
1998) there  are a  num ber of aim s. These include princip les su c h  as: 
engaging w ith subjectivity; respecting  first person  accoun ts; no t 
assum ing  au tom atic  superiority  of any  one way of experiencing; being 
practice led; recognising social contexts and  d iscrim ination  and  
working in  ways w hich em power ra th e r  th a n  control. A lthough the  
m ajority of p rac titioners m ight see them selves a s  adhering  to these  
principles, in counselling psychology they  are placed a t  the  core of 
therapeu tic  practice.
Three principles of counselling psychology are particu larly  re levan t to 
people w ith an  alcohol problem . The principle of ‘respec t for c lien ts’ 
au tonom y’ (British Psychological Society, 1998, p .4) is significant a s  
the  concept of ‘loss of control’ is frequently  u sed  in  the  lite ra tu re
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re la ting  to  alcohol problem s. Some alcohol-problem  m odels focus upon  
the  condition of alcoholism , ra th e r  th a n  the  experience of the  
individual w ith a n  alcohol problem . Therefore th e  counselling 
psychology principle urging prac titioners to ‘engage w ith subjectivity’ 
(British Psychological Society, 1998, p.3) ap p ea rs  im p o rtan t to 
consider. Lastly, the  counselling psychology m odel seeks to  ‘recognise 
social con tex ts’. This w a rran ts  a tten tio n  a s  the  factors assoc iated  w ith 
alcohol problem s incorporate  one’s  personal c ircum stances a n d  the ir 
w ider social and  cu ltu ra l context.
The significance of these  principles lies in  th e ir  role in  the  
estab lishm en t an d  m ain tenance  of a  therapeu tic  relationship . There is 
increasing  agreem ent th a t  w hatever techn iques a  p rac titioner em ploys, 
they  are  m ost effective w hen em bedded in  a  rela tionsh ip  th a t  em bodies 
the  person-cen tred  qualities of em pathy, accep tance an d  congruence 
(Woolfe, 1996). A n u m b er of s tud ies  h ighlight th e  prim acy of the  
therapeu tic  rela tionsh ip  in  th e  efficacy of therapy  (Bergin & Lam bert, 
1978; Luborsky, C rits-C ristoph, Alexander, Margolis, & Cohen, 1983; 
O’Malley, S uh  & S trupp , 1983).
By being respectful and  non-judgem ental th e  th e rap is t can  begin to 
foster a  rela tionsh ip  of t ru s t  (Brown & Redder, 1991), Therefore 
respecting the  client a s  an  individual (subjectivity) w hose experiences 
take  place in the ir own personal, in terpersonal a n d  societal sphere  
(context) a n d  who h a s  th e  righ t to m ake th e ir own decisions (autonomy) 
seem s likely to provide a  the  basis  for a  good therapeu tic  re la tionsh ip .
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Som e d efin ition s o f  a lcoh ol problem s
W ithin the  litera ture, there  are  a  n u m b er of different w ays in  w hich a  
person  w ith an  alcohol problem  is defined. E ssentially  they  can  be 
am eliorated into two types, acknowledged in the  D iagnostic an d  
S ta tistical M anual IV (American Psychological Society, 1994) a s  
‘alcohol dependence’ and  ‘alcohol a b u se ’. Both of these  d iso rders are 
defined a s  u se  of alcohol leading to “clinically significant im pairm ent 
or d is tre ss” (p. 112). However, the  form er focuses on a re a s  su ch  as: 
physical tolerance an d  w ithdraw al; increased  an d  prolonged 
consum ption  and  tim e associated  w ith use; desire, b u t  failure to 
control use; and  continued  u se  in spite of associated  physical, 
psychological, social or occupational difficulties. This is w h a t is 
u sua lly  rep resen ted  in the  lite ra tu re  a s  ‘alcoholism ’ or ‘alcohol 
add iction’. Alcohol abuse  differs in the  a reas  of im pairm ent or d is tress , 
focusing on: recu rren t failure a t  w ork or school; legal, social or 
in terpersonal problem s; or alcohol u se  in physically h a za rd o u s 
situations. For th is  diagnosis to be m ade the  sym ptom s for alcohol 
dependence m u s t no t have been m et and  it appears to be c lo sest to 
w ha t is referred to in the  lite ra tu re  a s  ‘problem  d rink ing’. The im port 
of th is  d istinction  lies in the  choice of appropria te  trea tm e n t goal, 
w hich in  tu rn  is often anchored  in one’s theoretical orien tation . For 
the  pu rposes of th is  report the  term  ‘alcohol p rob lem s’ is u se d  a s  an  
um brella  term  to describe anyone who experiences prob lem s a s  a  
re su lt of the ir alcohol use.
A bstinence approaches
A pproaches to alcohol problem s th a t  focus or in s is t u p o n  ab stin en ce  
a s  the  appropria te  goal are  the  oldest and  m ost estab lished . The
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im plicit a ssum ption  of abstinence  a s  the  trea tm en t goal of choice is 
th a t  the  client is un ab le  to u se  alcohol a t any  level w ithout 
experiencing harm ful consequences. Some advocates take  th is  fu rth er 
an d  propose th a t ‘alcohol ad d ic ts’ are  physically different to o thers 
an d  are incapable of drinking  any  am o u n t of alcohol w ithout 
experiencing loss of control (e.g. Alcoholics Anonym ous, 1939).
The development of disease models of alcoholism
For a  detailed d iscussion  of issu es  su rround ing  d isease  concepts of 
alcoholism  the reader is referred to the  in troduction  in  H eather 8b 
Robertson (1981). Briefly, the  long h istory  of d isease  m odels of 
alcoholism  h a s  been m arked  by a  shift from the tem perance m ovem ent 
and  the  belief th a t the  source of addiction w as in  the  alcohol itself 
(Rush, 1785) to la ter m odels th a t  locate the  addictive quality  w ithin 
the  person  (Alcoholics Anonym ous, 1939). Despite the  su ccess  of 
Alcoholics A nonym ous (AA) following its foundation in  1935, th ere  w as 
a n  experim entation w ith various trea tm en t app roaches d u ring  the  
1940s and  1950s arousing  little controversy (Miller, 1983a). Also the 
World H ealth O rganisation’s first definition of ‘alcoholism ’ broadly 
included any  life or health  problem  associated  w ith alcohol u se  (World 
H ealth  O rganisation, 1952). However, in  the  1950s an d  1960s cam e 
the  sem inal w ork of Je llinek  (1952, 1960) who developed two d isease 
concepts of alcoholism . His first (Jellinek, 1952) d istingu ish ing  
betw een the  alcohol addict who is said  to experience Loss of control 
and  the  habitual symptomatic excessive drinker who does not. His 
second d isease model (1960), influenced by in te rnational experience, 
expanded these  two an d  identified five m ain  form s of alcoholism  
depicted by Greek letters, am ong w hich only two (Gam m a an d  delta) 
were seen as d iseases an d  featuring  the  Loss of control elem ent. A
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m ore recen t developm ent of the  d isease m odels of alcoholism  is the 
influential alcohol-dependence syndrome (Edwards 8b G ross, 1976). 
W hilst preserving the dichotom y betw een ‘alcohol ad d ic ts’ and  
‘excessive d rin k ers’ they  recognise th a t a  n um ber of alcohol-related 
disabilities are suffered by those who are no t necessarily  dependan t 
and  sta te  th a t  these  should  n o t be ignored.
Assumptions of the disease models
H eather 8b Robertson (1989) identify th ree  m ain  types of d isease 
model: alcoholism as a pre-existent physical abnormality (e.g. AA); 
alcoholism as an acquired addiction or dependence (e.g. Jellinek) and  
alcoholism as a mental illness or psychopathology (e.g. psychodynam ic 
theories). The ‘essen tia l’ fea tu res of all d isease m odels suggested  by 
H eather 8b Robertson (1989, p p .88-89) are four-fold, first, ‘alcoholism  
is a  d iscrete en tity ’ - the  person  suffering w ith the  d isease  of 
alcoholism  is seen to be qualitatively different from those  w ithou t the 
disease. Second, ‘alcoholic d rinking  resu lts  from a n  involuntary  
im paired control over d rinking  an d  an  abnorm al craving for alcohol’, 
indicating  th a t the  alcoholic’s behaviour is n o t u n d e r  th e ir own 
volitional control. Third, ‘im paired control and  craving are  irreversible’; 
th is  is seen to be due to e ither biochem ical or psychological 
abnorm alities, w hich m ake norm al drinking im possible. And fourth , 
‘the  irreversibility of the  d isease  of alcoholism  en ta ils  a  progressive 
deterioration  in the  alcoholic’s condition if d rink ing  is co n tin u ed ’, 
trea tm en t being essen tia l for the  p rospect of recovery. In su p p o rt of 
th is  type of theo iy  there  is research  suggesting a n  inherited  
vulnerability  to the  developm ent of alcohol problem s, e ither th rough  
different electrical, biochem ical or allergic reactions to alcohol 
(Goodwin, 1994). The question  is though  w hether th is  is the  whole
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Story as disease model advocates would suggest or does it make up 
just one part of a  multi-determined problem?
Implications of the disease model for treatment
The d isease m odels ap p ea r to have developed n o t only from em pirical 
evidence, b u t have also been influenced by a ssu m p tio n s a b o u t h u m an  
n a tu re , em bedded in  the ir h isto rical context an d  com plicated by m oral 
values an d  legal im plications.
The largest an d  m ost widely know n trea tm en t approach , based  on the  
assu m p tio n s of the  d isease model, is Alcoholics A nonym ous (AA) a n d  
is su rro u n d ed  by n u m ero u s confounding factors. Founded in  1935^ by 
two alcoholics (Alcoholics Anonym ous, 1955) AA w as based  u p o n  the ir 
personal experiences w ith alcohol ra th e r  th a n  from scientific findings 
or clinical experience. H eather & Robertson (1981) suggest th e  aim  
w as to get a  “be tter deal” for alcoholics by rem oving the  elem ents of 
m orals an d  choice from the  actions of alcoholics an d  placing them  in 
w ha t Talcott P arsons (1951) defined a s  “the  sick role”. The loss of 
control over drinking in the  alcoholic is th o u g h t to be im pervious to 
any  environm ental influence an d  to ta l abstinence  (em bedded in a  
program m e called ‘twelve suggested s tep s of recovery’, Alcoholics 
Anonym ous, 1955) is prescribed a s  it is believed th a t  alcoholics can  
never u se  alcohol safely. An elem ent of th e  ‘12 s te p s ’ is th a t  the  
alcoholic m u s t adm it th a t  they are  pow erless over alcohol a n d  th a t  
they m u s t tu rn  the ir lives over to  a  h igher power (e.g. God) in  o rder to 
‘get w eir (Alcoholics Anonym ous, 1939). Those th a t  were defined a s  
alcoholic an d  la te r m anaged to control the ir drink ing  were viewed a s
1 AA came to Britain over 10 years later in 1947 (Office of Health Economics, 1981).
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Tiard d rin k ers’ an d  n o t tru e  alcoholics. This c ircu lar a rg u m en t m eans 
th a t  the  model is im pervious to scientific inquiry.
Herein lie th ree  barrie rs  to trea tm ent, the  first being th a t  m any  people 
w ith alcohol problem s will be deterred  from entering  th is  form of 
trea tm en t by the  requ irem ent of to tal abstinence  an d  the  second by 
the  religious content. It is estim ated  th a t  u p  to 80 per cen t of 
Am erican alcoholics have never m ade con tact w ith any  trea tm en t 
program m e (Institute of Medicine, 1990). This m ay be partly  due to 
those w ith less severe alcohol problem s who m ay n o t consider the ir 
d rinking  to be ou t of control and  those w ith severe problem s who m ay 
n o t be willing or able to consider abstinence  a t  th is  m om ent in  tim e 
(M arlatt 8b Tapert, 1993). In fact is h a s  been found th a t  program m es 
th a t  offer low er-threshold access to trea tm en t a ttra c t c lien ts who 
w ould never volunteer for abstinence-based  trea tm en t (Miller, 1983b). 
The religious aspec t of the  approach  m ay exclude those  w ith 
incom patible religious beliefs or those who do n o t believe in  liig h er 
pow ers’.
Third, once in trea tm en t the  alcoholic h a s  to face th e  p rospect th a t  
th e ir difficulties w ith alcohol will be w ith them  for life. A lthough the  
‘sick role’ affords the  client the  benefits of sym pathetic  trea tm en t and  
a n  avoidance of responsibility  an d  m oral criticism , they  lose out, like 
those who are physically ill, by being excluded from certa in  activities 
an d  m ore welcome responsibilities (e.g. looking after th e ir ch ild ren  or 
m aking decisions ab o u t the ir treatm ent).
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How these relate to counselling psychology principles
Clearly abstinence  approaches based  on  d isease m odels of alcoholism  
do n o t prom ote th e  principle of autonom y. They w ork by removing 
m uch  of the  responsibility  from the  c lien t an d  e ither ask ing  them  to  
give control over to a  h igher power (Alcoholics Anonym ous, 1955) or by 
implying a  lack  of control over the ir own actions by prescrib ing to ta l 
abstinence. As m entioned above th is  approach  can  en tail benefits for 
the  client, in  th a t  they can  reduce th e  guilt felt by deferring 
responsibility. However, the  losses ap p ear to outw eigh these  benefits 
w hen it is considered th a t  m any individuals suffering w ith  alcohol 
problem s m ay be discouraged from entering  trea tm en t by th e  high 
th resho ld  access (M arlatt & Tapert, 1993). And those  who do en te r 
th is  from of trea tm en t m ay th en  be excluded from the  norm al roles 
and  responsibilities enjoyed by ‘healthy ’ individuals. In addition, 
a lthough  there  is no  d irect evidence, one w onders w h a t effect th e  AA 
intolerance of relapse an d  th e  lifetime labelling of ‘alcoholic’ w ould 
have on th e ir m otivation an d  quality  of life.
W ithin th is  model those  w ith alcohol problem s are  n o t being trea ted  a s  
individuals, who m ay have a  n u m b er of different personal reaso n s for 
the ir alcohol u se  an d  variety of consequences of th e ir actions. Instead  
they are  classified in to  one of two dichotom ous categories, the  focus of 
a tten tion  lying on the  ‘alcohol add ic t’ o r ‘real alcoholic’ w ith veiy little 
being m entioned ab o u t those w ith less severe alcohol problem s. 
Therefore, the  client m ay be m ade to feel like a  label ra th e r  th a n  a  real 
person w ith un ique  experiences.
The circularity  of the  disease m odel a rgum en t is also in conflict w ith 
the  counselling psychology endeavour to be ‘practice led’. There have
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been very few outcom e s tu d ies  of AA in terven tions (Goodwin, 1994; 
Hodgson, 1994) an d  any  outcom es th a t  appear to con trad ic t AA 
theoiy, su ch  a s  alcoholics re tu rn in g  to m oderate drinking, are  
in terpreted  by AA advocates a s  evidence th a t  th e  client w as n o t a  ‘real 
alcoholic’. This type of m odel is  im pervious to  scientific inquiry  and  
therefore does n o t progress in  a  reflective way in  w hich counselling 
psychologists a s  ‘sc ien tis t-p rac titioners’ a im  to.
Efficacy of abstinence treatment goal
The resu lts  from trea tm en t outcom e s tu d ies  w ith abstinence  a s  a  goal 
are  mixed. R esu lts from AA in terven tions a re  im possible to  quantify  a s  
it is reported th a t  there  is a  veiy high ra te  of individuals w ho fail to 
com plete trea tm en t, b u t th a t  for those  w ho rem ain  th e  success ra te  is 
often good (Scott & Goldberg, 1973). AA pub lications have suggested 
an  eventual 75 per cen t abstinence  ra te  am ongst a tten d ees (Alcoholics 
A nonym ous, 1955), w hilst o ther s tu d ies  suggest a  26-50 per cen t 
successfu l outcom e (e.g. Bebbington, 1976; J in d ra  & Forslund, 1978). 
No tru ly  controlled outcom e stud ies  have been carried  o u t w ith AA 
a tten d ees (Goodwin, 1994; Hodgson, 1994) th is  is  probably due  to  the  
organ isational insistence on anonym ity a n d  o ther confounding factors 
(Miller & Hester, 1980). However, a  s tudy  th a t  exam ined the  outcom es 
of problem s d rinkers assigned either to AA or o ther types of trea tm en t 
found no  evidence to  su p p o rt th e  superiority  of AA m ethods 
(B randsm a, M aultsby & W elsh, 1981). O ther ab stinence-based  
in terventions have reported veiy mixed successfu l outcom es ranging  
from <10-702 pgr cen t (Paredes, Gregoiy, Rundell & W illiams, 1979 [5 
per cent]; Armor & Braiker, 1980 [<10 per cent]; M cM ahon & Jo n es ,
2 However, Stanton Peele, 1988 states that representatives of treatment centres 
‘often report successful outcom es in the neighbourhood of 90 percent. However, he 
does not provide references to the persons in question.
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1996 [29 percent]; V aillant & Hiller-Sturm hofel, 1996 [19-42 per cent]; 
W allace, 1985 [66 per cent]). O utcom es are  a lso  dependen t on 
elem ents su ch  a s  level of social support, poly-drug u se  a n d  social 
c lass (Wallace, 1985; 1990), length  of follow-up an d  age (Vaillant & 
Hiller-Sturm hofel, 1996), belief in  ability to a b s ta in  (Mackenzie, 
F underbu rk  & Allen, 1994), read iness to change a n d  negative alcohol 
expectancy (McMahon & Jo n es , 1996), an d  problem  severity (Edwards, 
Orford, Egert, G uthrie, Hawker, H ensm an, M itcheson, O ppenheim er & 
Tayor, 1977; Chick, R itson, Ç onnaugh ton  & Stew art, 1988; Foy, N unn 
& Rychtarik, 1984; Sanchez-C raig, A nnis, B om et, & M acDonald, 
1984).
However successfu l th e  outcom e H eather & R obertson (1981) po in t o u t 
th a t  th e  overall effect is  n o t alw ays a  positive one. M any stu d ies  have 
found th a t  the  a b s tin en t alcoholic can  suffer w ith n u m ero u s form s of 
psychological a n d  physical d is tress  e.g. depression , irritability, 
insom nia an d  res tle ssn ess  (Flaherty, McGuire & G atski, 1955; 
W ellman, 1955; W allerstein, 1956). O thers have reported  a  lack  of 
im provem ent in quality  of life in  those who rem ain  totally a b s tin e n t 
(e.g. Thom as, G liedm an, Fizeund, Im ber & Stone, 1959; Wilby & Jo n es, 
1962).
Controlled drinking approaches: a b etter  ch o ice?
Controlled drinking  (CD) approaches to alcohol problem s have been  a  
source of debate over the  la s t 40 years a s  they  p resen t a  challenge to 
th e  previously accepted goal of abstinence. A n u m b er of, m ostly 
behavioural based , techn iques have been directed tow ards th is  goal 
including: self control tra in ing  (Alden, 1988; Brown, 1980; Miller, 
Leckm an, Delaney 8& Tinkcom, 1992; Pom perleau, P ertschuk , A dkins
137
Research Dossier
& D’Aquili, 1978; Vogler, Com pton & W eissbach, 1975); exposure and  
response  prevention (Bradizza, Gulliver, Stasiewicz, Torrisi, Rohsenow 
& Monti, 1999; D rum m ond, Cooper & G lauber, 1990; Hodgson & 
R ankin, 1976; Lee & Oei, 1993; M cCusker & Brown, 1995; Schukze & 
Jo n es, 1999; Staiger, Greely & W allace, 1999), ‘p ressu re s  to change’ 
(Barber, G ilbertson & Crisp, 1995), correspondance trea tm en t 
(Kavanagh, S ith a rth an  & Sayer, 1996) an d  even the  alcohol sensitising  
drugs^ (Brewer, 1996).
As a n  im provem ent on th e  abstinence-orien ted  trea tm en t the  barrie rs 
to  trea tm en t a re  a tten u a ted . As th e  th resho ld  of access to  trea tm e n t is 
lowered, those  w ith less severe d rinking  problem s will be m ore likely to 
en te r trea tm en t (Ogbome, 1987) a n d  those  w ith severe problem s th a t  
are n o t willing to consider abstinence  m ay be m ore likely to en te r 
initially in to  th is  type of trea tm en t.
The approach  is scientifically research  led, u sually  m aking  m ore u se  of 
behavioural o r cognitive e lem ents th a n  those  based  on  religious 
ideologies. Moreover, c lien ts are  given hope of regaining control over 
the ir drinking, an d  are  n o t confined to m oderate d rinking  a s  a b s tin e n t 
outcom es a re  viewed a s  a  positive client choice. Again th e re  is  a  trade  
off in  th a t  in order to be trea ted  a s  a  responsible valid h u m a n  being 
they  m u s t also  take  responsibility  for th e ir drink ing  problem  a n d  sh u n  
the  comfort of the  ‘sick role’ (Parsons, 1951).
The development of controlled drinking approaches
For a  full critical review see H eather & Robertson (1981). In brief, th e  
first observation of ‘norm al’ o r ‘controlled’ d rinking  in  those  w ho h ad
3 Most frequently used is  Disulfiram (a.k.a.Antabuse).
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suffered w ith  alcohol problem s w as by Davies (1962) who 
serendipitously  discovered a  significant n u m b er of people in  a n  
abstinence  oriented trea tm en t program m e re tu rn ing  to m oderate 
drinking a t  follow up. This sparked  in te res t in  the  possibility of 
m oderate or controlled drink ing  a s  a  possible trea tm en t goal. S tud ies 
aim ed a t  CD followed (e.g. Lovibond & Caddy, 1970; Sobell & Sobell, 
1973) an d  pub lished  prom ising resu lts . F u rth e r s tu d ies  reported 
sim ilar findings to Davies (1962), am ongst those tak ing  p a rt in 
abstinence  oriented trea tm en t (The R and Report - Armor, Polich & 
S tam bul, 1976). M ost of these  s tud ies  were criticised on 
m ethodological g rounds or length of follow-up (Edwards, 1994; 
Pendiy, M altzm an & W est, 1982; The second R and report -  Polich, 
Armor & Braiker, 1980).
However, m ore recen t s tud ies  have show n favourable outcom es (e.g. 
Nordstrom  & Berglund, 1987; Peele, 1987; Robertson, H eather, 
Dzialdowski, Crawford & W inton, 1986). CD a s  a  trea tm en t goal h a s  
gained so m uch  support, especially for those  w ith less severe d rinking  
problem s, th a t  in 1995 a  debate arose  in  th e  pages of Addiction, 
Volume 90  a s  to  w hether the  CD debate h a d  ended (Anderson, 1995; 
B uhringer & Kufner, 1995; D uckert, 1995; G latt, 1995; H eather, 
1995b; Hore, 1995; Kahler, 1995; Sobell & Sobell, 1995a; Sobell an d  
Sobell, 1995b; W eisner, 1995). However, it ap p ea rs  th a t  there  a re  still 
a reas  in w hich th e  debate continues, su ch  a s  the  ap p ro p ria ten ess  of 
CD for those w ith severe alcohol problem s (Heather, 1995b), the  
dangers of CD for those  w ith h ea lth  problem s an d  th e  im pact o f th is  
goal on the  family (Glatt, 1995) a n d  w hether th e  choice of goal shou ld  
be prescribed according to th e rap is t determ ined categories or by c lien t 
choice (Hore, 1995).
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Controlled drinking and psychosocial models of alcohol problems
D isease m odels assum e a n  u n le a rn t in h eren t b asis  for alcoholism  and  
irreversibility of a n  a ssu m ed  loss of control. As controlled drinking  
in terventions dem onstra te  th a t  alcoholics can  re tu rn  to m oderate 
drinking, th is  suggests a  link  w ith psychosocial m odels of alcoholism . 
A lthough it is accepted th a t  a  tendency tow ards alcoholism  m ay be 
inherited , based  on  genetic a n d  tw in stud ies, it is  a lso  believed th a t  
drinking  behaviour is le a m t (psychological) an d  tak es place in  a  social 
environm ent (social) (Goodwin, 1994; H eather & R obertson, 1989). 
S uppo rt for th e  learning model com es from stu d ies  th a t  have 
im plicated conditioned alcohol expectancies in th e  p roduction  of 
alcohol rela ted  behaviour (Goodwin, 1994). S upport for th e  social 
model com es from th e  effect of reduction  in per capita alcohol 
consum ption  a s  a  consequence of decrease in  availability, increase  in 
price and  increase in  social p re ssu re  to  reduce consum ption  (Goodwin, 
1994).
Assumptions of the psychosocial models
H eather & R obertson (1989, pp. 193-194) postu la te  four a lternative  
a ssu m p tio n s to the  d isease m odels. First, ‘problem  drink ing  is  n o t a  
d iscrete en tity ’; there  is no line separa ting  problem  d rin k ers  a n d  n o n ­
problem  drinkers. The behaviour is  seen  a s  being le a m t an d  
individually determ ined by th e  d rinker’s psychosocial world. Second, 
‘problem  drinking  can n o t be explained by tau to logous concep ts like 
lo s s  of con tro l’ and  ‘craving’.’ In stead  it is  seen a s  u n d e rs tan d ab le  by a  
variety of norm al psychosocial principles. Third, ‘since problem  
drinking  is a  learned  behaviour, it is capable, in  theoiy , of being 
un lea rn ed ’ an d  th u s  it m ay be appropria te  for som e d rin k ers  to
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consider exploiting th is  in  p u rsu it  of goals o ther th a n  abstinence. And 
fourth , ‘there  is no inexorable sequence of events in  problem  drinking, 
an d  con tinued  drinking  by a  problem  d rinker does n o t necessarily  
resu lt in a  progressive deterio ra tion’, people w ith alcohol problem s 
som etim es recover spon taneously  (e.g. S au n d ers  & Kershaw, 1979).
How these relate to counselling psychology principles
The principle of au tonom y is recognised by CD approaches a s  clients 
a re  respected by th e  prac titioner a s  being in  charge of the ir own 
behaviour. A scientific observation w as m ade th a t  som e individuals 
w ith  alcohol problem s were re tu rn ing  to m oderate  drink ing  an d  th is  
client choice w as identified an d  elaborated on. In addition those  who 
choose abstinence  a s  a  goal are  free to do so w ithou t contravening  any  
dogm atic ruling. B u t a t  the  h e a r t of th is  approach  is the  concept th a t  
those w ith alcohol problem s do have th a t  ability to contro l the ir 
behaviour and  are  th u s  viewed a s  highly au tonom ous beings.
There h a s  been som e debate  over how  m uch  th e  trea tm en t goal shou ld  
be the  clien t’s choice (e.g. Hore, 1995). This is com plicated for those 
who m ay be in  ‘den ia l’ (Hore, 1995) an d  those  for w hom  CD m ay pose 
a  th re a t to the ir h ea lth  or family life (Glatt, 1995). A ppropriateness of 
trea tm en t goal m ay also vaiy according to  a  clients ‘stage of change’ 
(Prochaska & DiClemente, 1982). P rochaska  and  DiClem ente (1982) 
identified six stages th a t  people p a ss  th rough  w hilst changing  a  
problem : pre-contem plation (not considering th e  possibility of change), 
contem plation (am bivalent ab o u t change), determ ination  (m otivation 
to change), action  (actively m aking change in the  problem  area), 
m ain tenance  (susta in ing  the  change an d  preventing relapse) a n d  
relapse (set back  of varying severity). In som e cases of CD a  d istinc tion
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is  m ade betw een those  w ith  severe o r less severe problem , w hich 
seem s ta n ta m o u n t to  agreeing w ith d isease m odel theo ris ts  who 
preserve abstinence  a s  the  goal for ‘real alcoholics’. Yet o thers 
(Heather, 1995; H eather & R obertson 1981, 1989) m ain ta in  th a t  CD is 
a  possible goal for som e severely-dependant problem  drinkers.
However, th is  app roach  is still ra th e r  generalised, w ith no p articu la r 
a tten tion  to the  clien t’s subjective experience. This is  particu larly  
found in  conditioning stud ies, w here exposure an d  response  
prevention m ay reduce th e  autonom ic responses to alcohol, b u t  m ay 
have little effect on subjective experience of craving or anxiety 
(M cCusker & Brown, 1995). This m ay im pair the  therapeu tic- 
rela tionsh ip  a s  th e  focus is  too m uch  on  th e  alcohol consum ption  an d  
no t enough on  th e  experience of the  client. The principle of em pathy , 
crucial to the  therapeu tic  relationship , is ignored if the  experience an d  
feelings of the  client are  left una ttended .
There is m ore a tten tio n  given to con tex t of th e  clien t in  th e  
psychosocial m odels of alcohol problem s. The acceptance th a t  learn ing  
and  social influences affect the  p a rticu la r drinking  experiences of the  
individual will give th e  th e rap is t a n d  client a  com m on ground  for 
un d ers tan d in g  an d  working together. The client is th e  expert on  the ir 
own experiences and  the  therap ist, u sing  the ir knowledge of learn ing  
theoiy, can  work w ith the  client to u n d e rs tan d  how  th e ir problem  
developed a n d  how  to u se  cognitive an d  behavioural tech n iq u es to 
relearn  a  m ore beneficial drinking pa ttern .
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Efficacy of controlled drinking treatment goal
Miller, (1983a) reviewed CD outcom e stud ies and  found ra te s  of 
m oderate drinking  ranging from 25-90 per cent. The pred ictors of 
positive outcom es for CD approaches are: good social ad ju s tm en t 
(Nordstrom 8b B erglund, 1987); low severity of drinking  problem , 
younger age, regular em ploym ent, an d  less con tact w ith AA (H eather 8b  
Robertson, 1981); lower level of dependence and  higher flexibility of 
personal trea tm en t ideology (Rosenburg, 1993) an d  belief in  ability to 
control drinking  (Mackenzie, F un d erb u rk  8b Allen, 1994).
M any stud ies have found the  long term  outcom es of those allocated to 
abstinence  an d  CD trea tm en t roughly equivocal (Foy, N unn  8b  
Rychtarik, 1984; Sanchez-Craig, Annis, B ornet 8b M acDonald, 1984). 
However, the  m ajority of recoveries in those who were severely 
dependen t involved abstinence an d  for those who were less dep en d en t 
involved m oderation (Sobell 8b Sobell, 1995a). There is no ind ication  of 
why th is  m ay be, a lthough  it is possible th a t  it m ay be a  reflection of 
each g roup’s expectancy (Mackenzie, F u n d erb u rk  8b Allen, 1994), 
those w ith the  m ore severe problem s having less belief in th e ir  ability 
to control the ir drinking  and  vice versa.
A difficulty w ith e ither abstinence or CD approaches is th a t  th ere  are  a  
large n u m b er of clients who reach  ne ither a b s tin en t no r CD outcom es 
(Keso 8b Salaspuro , 1990; N ordstrom  8b  Berglund, 1987). This 
indicates th a t  there  are a  significant n u m b er of individuals w ho either 
do no t w an t or feel unab le  (at the  p resen t time) to reduce the  a m o u n t 
they drink. For th is  group the trea tm en ts  on offer do little to help  them  
with the  problem s they m ay be experiencing related  to the ir drinking.
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The harm reduction model
Harm  reduction  approaches ad d ress  som e of the  lim itations of o ther 
approaches th a t  focus on the level of alcohol consum ption . This 
approach  a tten d s  to alcohol-related problem s o ther th a n  d rink ing  
behaviour. It is based  on the c lien t’s individual experience of the ir 
problem s a n d  the ir choice of how to m ain tain  a  balance betw een the  
positive an d  the  negative aspec ts  of th e ir drinking behaviour a n d  pays 
close a tten tio n  to their individual, in terpersonal and  societal context.
Definitions o f  harm reduction
There are two m ain  differing definitions of harm  reduction  in  the  
litera tu re. The definitions differ on two overlapping d im ensions: the  
a ltera tion  of consum ption  level an d  the  long-term  goal. M arla tt 8b 
T apert (1993) suggest th a t  Tiarm reduction  m ethods are  b ased  on the  
assu m p tio n  th a t  h ab its  can  be placed on a  ... con tinuum , rang ing  
from tem perate  to in tem pera te ’ (p. 245). They go on to say  th a t  the  
risk  of h a rm  increases a s  one moves tow ards excess an d  th a t  a lthough  
abstinence  is the  ideal goal any  s tep s along the  co n tin u u m  tow ards 
abstinence  is a  step  in the right d irection M arlatt 8b  T apert (1993). In 
addition they  propose th is  b road  definition: “The h a rm  reduction  
model su p p o rts  any  behaviour change th a t reduces the  h a rm  of 
problem s due to alcohol” (Marlatt, Larim er, B aer 8b Quigley, 1993).
This definition highlights a  problem  w herein the  inclusion  of any  
reduction  of the  adverse consequences of d rug  u se  m ay refer to a lm ost 
any  in tervention, including those th a t  ap p ear to conflict w ith  the  
ideology of h a rm  reduction  e.g. the  crim inalisation  of any  d ru g  u se r
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an d  the  AA 1 2  s te p s’ approach . It h a s  been proposed th a t  th e  
definition should  be lim ited to give it m eaningful conceptual 
boundaries (Single, 1995) an d  shou ld  encom pass th e  idea th a t  ha rm  
reduction  program m es can  su p p o rt those  w ho con tinue  to  u se  d rugs 
or alcohol a s  well a s  in terven tions th a t  reduce levels of use . This idea 
m ay be condensed  in to  th e  definition by E rn st B uning (1993) I f  a  
person  is n o t willing to give u p  h is  or h e r d rug  use , we shou ld  a ss is t 
th en  in  reducing  h a rm  to h im self or herself an d  o th e rs’ (p.74).
The key a sp ec ts  of Single’s  (1995) definition are threefold. First, th e  
u se r’s  decision to u se  d rugs is accepted a s  a  fact (this does n o t m ean  it 
is approved of). Second, th e  u se r  is trea ted  w ith dignity a s  a  norm al 
h u m an  being an d  is seen  a s  responsible for th e ir behaviour. Third, 
ha rm  reduction  is n e u tra l regarding long-term  goals of in tervention. In 
m any cases h a rm  reduction  m ay be the  first step  tow ards reduction  or 
cessation  of the  drug, b u t h a rm  reduction  involves p rio ritisation  of 
goals in w hich im m ediate and  realisable goals take  priority w hen 
dealing w ith u se rs  w ho can n o t realistically be expected to cease the ir 
d rug  u se  in  th e  n ea r fu ture. T hus Single’s (1995) preferred definition is 
a^ policy or program m e directed tow ards decreasing  th e  adverse health , 
social an d  econom ic adverse consequences of d rug  u se  even though  
th e  u se r  con tinues to u se  psychoactive d rugs a t  th e  p resen t tim e’ 
(p.289). He concludes th a t, Tiarm reduction  shou ld  be viewed a s  th e  
m iddle ground w here people w ith widely differing views on  d rug  policy 
can  agree w ith one an o th e r regarding practical, im m ediate w ays to 
reduce d rug  related h a rm  am ong u se rs ’ (p.290).
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The development of harm reduction approaches
Although h a rm  reduction  h a s  been p resen t in  th e  lite ra tu re  for over 25 
years, it h a s  been in the  la s t decade th a t  it h a s  becom e th e  topic of 
debate. A p rim aiy  ca ta ly st for th e  escalation  in in te res t w as the  
acceptance in m any coun tries th a t  the  risk  posed by HIV transm ission  
to th e  general population  from d rug  u se rs  w as a  bigger th re a t th a n  the  
d rug  u se  itself. This led to th e  advent of needle exchange program m es 
(Riley, Saw ka, Conley, Hewitt, Mitic, Poulin, Room, Single & Topp,
1999). In te rest in  the  h a rm  reduction  approach  began in  E urope 
(especially The N etherlands & UK) in  response  to bo th  the  r isk  of HIV 
transm ission  an d  increasing  evidence th a t  the  crim inal ju s tice  
approach  w as exacerbating ra th e r  th a n  reducing  the  problem  (M arlatt, 
1993). In addition  it rep resen ted  a n  a lternative to  m edical conceptions 
of d rug  u se  a s  addiction or legal ideas of d rug  u se  a s  crim inality, 
in stead  tak ing  the  view th a t  d rug  u se  covers a  wide range of behaviour 
from p leasan t to u n p lea sa n t (Berridge, 1999).
It h a s  been proposed th a t  there  have been  th ree  d istinc t p h a ses  in the  
developm ent of h a rm  reduction  (Erickson, 1999). Phase one w as 
geared tow ard individual h ea lth  risk  an d  m anifested in  app roaches 
su ch  a s  m ethadone m ain tenance  for hero in  u se rs. P hase two m arked  
a  sh ift in  focus to th e  h ea lth  of the  public an d  the  adven t of needle 
exchange program m es. The p resen t form (phase three) includes bo th  
social an d  individual form s of h a rm  reduction.
Although there  h a s  been som e research  a n d  in tervention  in  th e  field of 
h a rm  reduction , it is still in  its  infancy an d  ‘its  scientific base  rem ains 
slim ’ (Hamilton, 1999). There m ay be a  n u m b er of rea so n s  for th is  
lethargy tow ards scientific investigation. One reason  m ay be th a t  th ere  
is a  resistance  from those  who w ork in th e  h a rm  reduction  field, seeing
146
Research Dossier
scientific principles a s  ‘characteristic  of a n  estab lishm en t position ... 
from w hich h a rm  reduction  shou ld  seek to  d istance  itse lf  (Heather, 
1995, p332). A nother reason  m ay be the  risk s associated  w ith h a rm  
reduction , su ch  a s  being identified w ith a  m ovem ent th a t  a t  p resen t is 
diverse an d  w ith occasionally contrad icto iy  a im s (Hamilton, 1999).
A ssum ptions upon w hich harm reduction approaches are based
The h a rm  reduction  approach  is a  bo ttom -up  approach  based  on 
public h ea lth  principles an d  d rug  u se r  advocacy (M arlatt, 1996). The 
public h ea lth  m odel (Moser, 1980) provides a  broad base  for exam ining 
alcohol problem s w hich tak es  accoun t of th e  in terac tion  betw een the  
individual, the  alcohol an d  th e  environm ent in  w hich it is  consum ed. 
This includes a tten tio n  given to bo th  the  micro an d  m acro level effects 
of problem atic alcohol consum ption  (MacCoun, 1998) an d  th e  risk  of 
h a rm  from legal, social, physical, psychological, in te rpersonal an d  
occupational sources (Rydon & Stockwell, 1997). This 
acknow ledgem ent a n d  acceptance of bo th  the  personal (and th u s  
subjective) an d  th e  w ider so c ia l/p o litica l/cu ltu ra l con tex t of alcohol 
problem s p u t th e  approach  firmly w ith in  th e  realm s of a  counselling 
psychology approach.
Harm  reduction , by M arlatt & T apert’s (1993) definition, is  also based  
on the  a ssum ption  th a t  alcohol problem s can  be placed along a  
con tinuum  of consum ption  an d  associated  risk. By replacing a  
dichotom y w ith a  con tinuum  the  disem pow ering concept of loss of 
control is removed and  in  th e  negotiation of goals the  c lien ts’ 
au tonom y is prioritised. It also p rom otes low -threshold access to 
services, w hich respec ts the  individual n a tu re  of alcohol problem s an d  
differential trea tm en ts  sought.
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Implications fo r  a ssessm en t
Newcombe (1992) suggests th a t  h a rm  reduction  m ay be b est achieved 
by tak ing  the  h a rm s an d  benefits of alcohol u se  in to  accoun t an d  
trying to reach  a n  optim al position in  w hich the  h a rm s  are  m inim ised 
w hilst th e  benefits a re  m axim ised. He suggests th a t  th e  consequences 
of alcohol u se  can  be experienced in  a  n u m b er of w ays an d  rep resen ts 
w h a t he  sees to  be th e  key a re a s  on a  sim ple m atrix  of level 
(individual, com m unity, societal) a n d  type (health , social an d  
economic). Newcombe (1992) also suggests th a t  ex tra  d im ensions 
could be added to  increase  th e  accuracy  of th is  m easure , su ch  a s  tim e, 
d u ra tion  or scale of the  h a rm  or benefit. He also recom m ends th a t  the  
preferable way to a sse ss  an d  evaluate  h a rm  reduction  in terven tion  is 
to focus upon  the  risk  of h a rm  ra th e r  th a n  the  a c tu a l h a rm  itself a s  
th is  inform ation is  easier to access. He ‘factors o u t’ th e  conceptual 
com ponents of the  d rug  tak ing  behaviour in to  quan tita tive  (dosage, 
potency an d  frequency) an d  qualitative (access, p reparation , rou te  an d  
style of adm in istra tion , poly-use p a tte rn , after-care an d  setting) 
dim ensions. Aided by a  knowledge of the  types an d  levels of h a rm  an d  
th e  behaviours associated  w ith  risk  of th ese  harm s, he  suggests th a t  
h a rm  reduction  in terventions shou ld  be based  on p rocedures w hich 
aim  to  change the  behaviour of d rug  u se rs  tow ards th e  optim um  po in t 
on  the  chosen  dim ensions.
Implications fo r  treatm ent
In term s of efficacy Single (1995) repo rts  th a t  “evaluation  s tu d ies  have 
show n th a t  h a rm  reduction  program m es have h ad  a  m arked  im pact in 
reducing  the  spread  of AIDS and  o ther d iseases, a n d  in  helping m any
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d ep en d an t u se rs  to lead norm al lives a s  productive m em bers of 
society, w ithou t leading to increases in levels of d rug  u se ” (p.288). 
Many in terventions appear to have been geared tow ards illicit d rug  use  
and  societal level h a rm s (Berridge, 1999; Buning, van  B russel & van 
S an ten , 1992; Davies, 1992; D rucker, 1992; E ngelsm an, 1989; 
Godfrey, 1997; G raham  & Homel, 1997; Greenfield, 1997; Hawks & 
Lenton, 1995; H ingson, B erson & Dowley, 1997; P lan t & Plant, 1997; 
Rydon & Stockwell, 1997; Saltz, 1997; S tew art & Sweedler, 1997; 
Stim son, 1992; Stockwell & Single, 1997; W odak, 1992; W ittm an, 
1997).
It is  a t  th e  individual level th a t  a  counselling psychologist w ould be 
involved an d  the  w ork would be affected by one’s  definition of h a rm  
reduction. Therefore, if one tak es Single’s definition there  w ould be no 
a tten tion  paid to reducing  the  am o u n t of alcohol th a t  th e  client 
consum es, e ither in  the  sh o rt term  or th e  long term . However, 
M arlatt’s  definition su p p o rts  and  encourages ‘any  s tep s  tow ards 
ab stin en ce’ and  a lthough  any  stage in  betw een th is  is acceptable, 
abstinence  rem ains the  ideal for com plete h a rm  reduction . However, 
un d er specific conditions there  are  benefits of alcohol consum ption  a s  
a  protective factor aga in st coronary h e a rt d isease (Anderson, C rem ona, 
Pattern , T urner & W allace, 1993; English & Holm an, 1995) in  these  
in stan ces abstinence  could be perceived a s  a  risk  for harm . A n u m b er 
of factors, su ch  a s  c u rren t health , stage of change (Prochaska & 
DiClemente, 1982) and  client beliefs, w ould need to  be tak en  in to  
accoun t by the  client and  th e rap is t before deciding w hether or n o t to 
consider a  reduction  in  or cessation  of th e ir d rinking  w as m ore 
appropriate . The difference betw een a  th e ra p is t working w ith in  a  h a rm  
reduction  model an d  a  psychosocial m odel would be th a t  q u an tity  
reduction  would n o t necessarily  be the  prim aiy  concern for a  h a rm
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reduction  practitioner. It would come in  a s  p a rt of overall harm  
reduction.
For th e  individual h a rm  reduction  in terven tions m ay include: 
changing the  location of drinking; finding a n  a lternative source of 
social com pany o ther th a t  th e  drinking  estab lishm ent; n o t drinking on 
days w here one h a s  to  perform  a  ta sk  the  nex t day or changing the  
beverage of choice to a  lower alcohol concentra tion . In addition 
a tten tio n  should  be paid  to  the  stage of change (Prochaska & 
DiClemente, 1982) th a t  th e  client is a t  to know  w hich h a rm  reduction  
in terven tions are  likely to be successful.
A lthough in  relation  to the  o ther m odels described there  are  fewer 
s tud ies  aim ed a t individual h a rm  reduction  there  have been findings 
th a t  suggest th a t  in terventions a t th e  individual level in  te rm s of 
lowered sessional consum ption  m ay causally  determ ine lowered 
prevalence (Single & Leino, 1998). A p articu la r focus for ha rm  
reduction  stra teg ies could be underage drinking  w hich is re s is ta n t to 
prevention (Thomas, 1998) b u t h a s  enjoyed success w ith harm  
reduction  in terventions (e.g. Cronin, 1996) particu larly  w hen  coupled 
w ith M otivational Interviewing approach  (Monti, Colby, B arnett, 
Spirito, Rohsenow, Myers, woolard & Lewander, 1999).
A nother perspective for individual h a rm  reduction  com es from 
Cam eron (1997) who a tten d s  to th e  way in w hich people autom atically  
try  to m inim ise th e  h a rm s of th e ir drinking. He explains th a t  drinking  
alcohol involves a  learn ing  process in  w hich o u r aim s are  to m axim ise 
the  benefits an d  m inim ise the  problem s an d  we are  constan tly  
read justing  according to w ha t we leam . People w ith alcohol problem s 
p resen t for trea tm en t w hen the ir h a rm  m inim isation  stra teg ies a re  no 
longer serving them  well. This p resen ts  th e  possibility th a t  h a rm
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reduction  in terven tions should  identify an d  build  on the  c lien t’s own 
h a rm  m inim ising stra teg ies an d  identify and  modify those  th a t  are 
faulty o r d isto rted  (Dear, 1995).
What m akes harm  reduction appropriate fo r  counselling psychology?
The principle of au tonom y is p a ram o u n t to h a rm  reduction  
approaches a s  the  client chooses the  h a rm s th a t  they w ish to reduce 
an d  w hether or n o t they  would like or feel able to m ake any  reduction  
in  the ir drinking. This is positive because  th e  power dynam ic in  the  
therapeu tic  rela tionsh ip  is balanced  an d  should  resem ble tru e  
collaboration. The therapeu tic  rela tionsh ip  m ay be enhanced  a s  a  
resu lt of th e  client feeling th a t  they are  valued an d  th a t  th e  th e rap is t 
believes in  th e ir ability to m ake decisions.
However, a s  previously m entioned, a  difficulty lies in  th e  possibility 
th a t  th e  client w ith a n  alcohol problem  m ay n o t be a t  a  stage w hen 
they recognise th a t  they have a  problem  or m ay w ish to  con tinue  to 
d rink  heavily despite  h ea lth  and  in te rpersonal con tra ind ications. Yet, 
a s  th e  evidence suggests th a t  w hatever advice or trea tm en t is given, 
the  individual will choose th e ir own outcom e (Foy e t al. 1984; 
Sanchez-Craig, e t al. 1984; Keso & S alaspuro , 1990; N ordstrom  & 
Berglund, 1987); therefore th is  does n o t co n stitu te  th e  in troduction  of 
a  new  risk. Also if the  client does choose to  reduce e ither th e  potency, 
level or frequency of the ir drinking  they  will be doing it because  they  
choose to  an d  will therefore be m ore likely to  be successfu l (Mackenzie 
et al. 1994). However, the  th e rap is t shou ld  be well inform ed of th e  
various risk s associated  w ith heavy drink ing  so th a t  the  c lien t is able 
to m ake an  inform ed decision. The th e rap is t should  also  be a tten tive
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to  th e  various suicide risk  factors a s  those  who d rink  heavily a re  a t  a n  
increased  risk  (Som m ers-Flanagan & Som m ers-F lanagan, 1995).
As th e  h a rm s an d  th e  benefits of alcohol u se  are  tak en  in to  accoun t 
an d  the  whole approach  is geared tow ards im proving th e  experience of 
the  individual th e  principle of subjectivity is adhered  to. The c lien t’s 
values, beliefs an d  experiences are  prioritised by advocates of th is  
approach  a s  th e  in terventions are  negotiated  tow ards a n  optim al 
balance betw een th e  h a rm s a n d  benefits of the ir behaviour. In 
addition credit is given to the  c lien t’s p resen t a ttem p ts  to m inim ise 
harm , by using  these  a s  a  po in t to build  upon.
Close a tten tion  is paid to the  clien t’s  personal situa tion  includ ing  the ir 
re la tionsh ips w ith  o th ers  a n d  cu ltu ra l a n d  societal influences. This 
so rt of approach  m inim ises d iscrim ination  by being client led an d  
seeking to em power the  individual w ith alcohol problem s to devise 
contextually  appropria te  goals. The m ajority of the  research  h a s  been 
conducted  a t  a  societal level a n d  research  in to  in te rpersonal an d  
individual h a rm  reduction  in terventions is needed.
Overall it  ap p ea rs  th a t  th e  therapeu tic  re la tionsh ip  will be m axim ised 
by th is  approach  a s  the  client led, individually tailored in terven tions 
m ay help the  client to feel valued an d  the  absence of th e ra p is t 
pe rsuasion  tow ards reduction  or cessation  m ay increase the  level of 
t ru s t  in  th e  relationship . In cases  w here th e  th e ra p is t is  a ttem p ting  to 
advocate a  reduction  of alcohol use , th e  client m ay feel th a t  th e  
th e rap is t is concerned w ith the ir own agenda m ore th a n  th e ir needs.
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How it might work: scenarios
For an  idea of how h arm  reduction  principles m ight be employed by a  
counselling psychologist in practice two fictitious scenarios will be 
described.
Ms. P is a 52 year old Asian woman who started drinking heavily five years 
ago when she got promoted to team  leader’ of her project. The extra stress  
afforded by her new position was relieved by an after work drink in the local 
bar with her colleagues, but over time the after work drink turned into a few 
glasses of wine at home, to a bottle and then to harder spirits. She presented  
at the treatment centre after arriving at a family party having drunk two 
bottles of wine and being accused of sham ing her family with ^unladylike’ 
behaviour. She does not want to give up her after work drink as she feels that 
she could not manage her job without the stress relief it provides her and she  
feels she would alienate herself from her work friends who all drink.
W hen viewed from Newcombe’s (1992) m atrix  the  benefits an d  h a rm s 
facing Ms. P a s  an  individual are: a  risk  of h a rm s to h e r h ea lth  from 
heavy drinking (e.g. c irrhosis of the  liver), b u t a  perceived benefit to 
he r psychological h ea lth  due to the  anxiolytic effect of alcohol 
(Carlson, 1994) (individual/ health) ; the  h a rm  of expense an d  a  
possible risk  to h er job  from im paired perform ance the  day after a  
drinking  binge (individual/  economic) ; a  h a rm  to he r re la tionsh ips w ith 
her family who disapprove of h e r behaviour w hen in toxicated a n d  a  
benefit of the  social life w ith h er work friends (individual/  social). In 
th is  case Ms. P would have a  nu m b er of options. As she d oesn ’t  w an t 
to give u p  h er d rink  after w ork she could e ither d rink  a  low alcohol 
beverage or m ake those d rinks h e r only ones of the  evening. At hom e 
she could stick  to wine ra th e r  th a n  sp irits an d  could choose to lim it 
the  days th a t she d rinks to the  w eekends w hen it w on’t  affect h e r w ork 
and  n o t on days w here she is going to see h e r family. A lternatively if 
she felt unw illing or unab le  to a d ju s t e ither the  potency, a m o u n t or
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frequency th a t  sh e  d ran k  alcohol, she  could reduce th e  frequency of 
family visits, a sk  h e r boss for a n  a s s is ta n t to reduce th e  s tre ss  of h e r 
workload or she could jo in  a  social group th a t  s ta rted  after w ork a n d  
did n o t m eet in  licensed prem ises.
Mr. F is  a  21 year old Scottish man who w as referred to the treatment centre 
after being convicted for drink driving after a  party. During the assessm ent 
he m akes it clear that he does not feel that he has a  problem with alcohol, 
but it becomes apparent that this event is not a one off and on three separate 
occasions he has been in trouble with the police. Two incidents involved 
damage to property when intoxicated and one was a  drunken assault o f a  
rival football supporter. Mr. F does not drink alcohol during the week a s  he  
works as an electrician and says he needs to be able to concentrate fully. He 
goes out every weekend with h is friends and drinks to intoxication, but does 
not perceive a  link between his aggressive or reckless behaviour and alcohol. 
He says that he h as only come to the centre because it w as a  condition o f h is  
bail.
Mr. F’s h a rm s an d  benefits m ay be seen  a s  a  risk  of en tering  in to  
dangerous s itu a tio n s e.g. d ru n k en  fights, b u t  possibly th e  benefit of 
the  excitem ent of vandalising property  or getting in to  fights 
(individual/health); the  risk  of fines, a  crim inal record an d  b a n s  from 
driving (tha t m ay affect h is  travel to work) (individual/econom ic); an d  
a  r isk  of being seen  a s  a  hooligan an d  feared by people, b u t  a  benefit of 
fitting in  w ith h is  friends (individual /  social). He is n o t willing to 
en te rta in  any  reduction  in  h is  d rinking  an d  does n o t perceive h is  
d rinking  a s  a  problem . Therefore any  action  aim ed a t  th e  reduc tion  of 
drinking  is n o t likely to be en terta ined . At th is  stage the  th e ra p is t m ay 
aim  to increase  h is  aw areness of th e  h a rm s th a t  a re  associated  w ith  
h is  d rinking  (Ward, 1995) an d  focus upon  th e  econom ic h a rm s  a s  he  
seem s to be serious ab o u t h is  job. Possibilities su ch  a s  leaving h is  ca r 
a t  hom e w hen he  is  going o u t drinking, looking a t  a lternative  p laces to
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go after the  pub  (to a  friend’s house or a  res tau ran t) or getting a  taxi 
hom e (to reduce the  likelihood of opportunistic  vandalism  or fighting 
on the  way home) could be d iscussed . All of these  decisions would 
take place th rough  collaboration betw een the th e rap is t and  client an d  
would be tailored to the  stage of change th a t  the  client w as a t 
(Prochaska & DiClemente, 1982).
Criticisms o f  the harm reduction approach
The m ain  criticism s posed against h a rm  reduction  approaches are 
th a t  it will encourage d rug  use . M acCoun (1998) exam ines two ways in 
w hich harm  reduction  could be seen a s  ‘giving the  wrong m essage’. 
The first concerns the  idea th a t h a rm  reduction  m ay send  ‘tac it 
m essages th a t  are  construed  a s  approval’ (p. 1202). H arm  reduction  
advocates would say th a t  the  m essage is th a t  they  view d rugs a s  
harm ful and  discourage the ir u se , b u t if one will n o t reduce the ir 
consum ption  th en  they  will explore how to u se  them  less harm fully. 
Moreover, clients would be inform ed ab o u t available trea tm en ts  to 
help w ith u se  reduction  and  h a rm  reduction  stra teg ies su ch  a s  
changing to a  lower alcohol beverage or d rinking  only on the  w eekends 
m ay indirectly lead to a  reduction  in consum ption . M acCoun (1998) 
concludes th a t th is  criticism  is speculative, an d  m ore resea rch  is 
needed to exam ine the  rhetorical effects of these  in terventions.
The second way in w hich h arm  reduction  m ay m ake d rug  u se  m ore 
attractive is by reducing  the  risk iness of d rug -use  (MacCoun, 1998). It 
h a s  been found th a t  individuals ad ju s t the ir behaviour in respec t to 
a ltera tions in risk, in  w hat h a s  been postu la ted  a  ‘risk  h o m eo stasis’ 
(Wilde, 1982). S upport for th is  idea com es from stud ies th a t  have 
found, for exam ple th a t  the in troduction  of low ta r  an d  filters to
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reduce th a t  ha rm  of cigarette sm oking, have led to deeper inhalation , 
increased  consum ption  or a ttem p ts  to block filter ven ts (Hughes, 
1995). However, M acCoun (1998) concludes th a t  the  m ajority of 
stu d ies  have found th a t  for h a rm  reduction  in terventions any  increase 
in the  probability of th e  behaviour are  slight an d  do n o t negate the  
overall gain (Chirinko & H arper, 1993; Hughes, 1995; S tetzer & 
Hofman, 1996).
C onclusions
This lite ra tu re  review h a s  a ttem pted  to illu stra te  to ex ten t to w hich the  
principles of counselling psychology are addressed  by th e  c u rren t 
trea tm en t app roaches for individuals w ith alcohol problem s. A case 
h a s  been m ade for h a rm  reduction  a s  th e  trea tm en t approach  of 
choice for counselling psychologists working w ith th is  client group, a s  
the  evidence suggests th a t  th is  approach  fits m ost closely w ith the  
principles of counselling psychology th a t a re  m ost relevant to those  
w ith alcohol problem s. Evidence w as supplied  th a t  show ed, w hatever 
the  trea tm en t goal, m any individuals con tinue  to d rink  and  th u s  
constitu te  a  significant group of people for w hom  h a rm  reduction  
in terventions m ay offer th e  b est trea tm ent. The im portance of 
recognising th a t  d rug  u se  h a s  benefits for th e  u se r  a s  well a s  h a rm s 
h a s  been highlighted an d  the  practical value of an  approach  th a t  is 
su itab le  for those w ith alcohol problem s of differing severity an d  for 
those  of differing com m unity a n d  societal spheres are  acknowledged. It 
is hoped th a t  th is  review will provide counselling psychologists 
working w ith those  w ith alcohol problem s w ith inform ation th a t  will 
help them  to choose the  way th a t  they w ish to w ork w ith th e ir clients. 
Furtherm ore, it is hoped th a t  counselling psychologists will observe 
the  need for research  in th is  a rea  an d  will be insp ired  to align
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them selves, a s  a  relatively new discipline, w ith th is  relatively new 
approach. There is a  p a rticu la r a  need for qualitative research  in th is  
a rea  a s  h a rm  reduction  is based  upon  client choice and  experience. 
This could focus on the  effects of h a rm  reduction  in terventions on the  
therapeu tic  relationship ; an  enquiry into the  effects of im plicit aspec ts  
of h a rm  reduction  m essages; the  im pact of h a rm  reduction  
in terventions on the  clien t’s self efficacy; the  influence of in terpersonal 
re la tionsh ips on the  choice of h a rm  reduction  goals an d  the  
in teraction  betw een ‘stage of change’ (Prochaska & DiClemente, 1982) 
and  h arm  reduction  strategies.
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Clients’ beliefs about their alcohol problem: the effects of
attribution on the experiences and expectations of therapeutic
intervention.
Abstract
Although there  h a s  been a  great deal of research  in to  alcohol 
problem s, m uch  of th is  h a s  focused upon  trea tm en t m odality. There is 
a  growing aw areness of a  rela tionsh ip  betw een client beliefs ab o u t 
the ir problem  an d  the  outcom e of therapeu tic  in terventions. The types 
of a ttrib u tio n s  th a t  c lien ts m ake ab o u t the ir alcohol problem  m ay 
im pact upon  the ir experiences of various types of trea tm en t. This 
article p resen ts  findings from a  qualitative study  in w hich 10 people 
who were receiving trea tm en t for the ir alcohol problem  d iscussed  the ir 
beliefs ab o u t th e  origins a n d  n a tu re  of the ir alcohol problem  an d  the ir 
experience of trea tm en t. Interviews were subjected  to  in terpretative  
phenom enological analysis. R esu ltan t them es focused on  beliefs ab o u t 
factors th a t  caused  the  alcohol problem ; issu es  of control; issu es 
a round  trea tm en t; an d  life after alcohol. The findings of th is  study  
help to explain conflicting resu lts  of outcom e stud ies . They m ay also 
be u sed  to  improve therapeu tic  w ork w ith  clien ts w ith  alcohol 
problem s by way of highlighting som e im portan t e lem ents to  take  in to  
consideration  in  the  a reas  of assessm en t, form ulation a n d  trea tm en t 
choice.
K ey words
Alcohol problem ; c lien ts’ beliefs; control; trea tm ent; qualitative;
a ttribu tion .
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Clients’ beliefs about their alcohol problem: the effects of
attribution on the experiences and expectations of therapeutic
intervention.
Introduction
There is growing evidence of a  rela tionsh ip  betw een client beliefs ab o u t 
the ir problem , their expectations of therapeu tic  in terventions and  the 
therapeu tic  process and  outcom e (Bergin 8b Lam bert, 1978; Garfield, 
1978; S trupp, 1978; Folks, Persons 8b  Merkel, 1986; Brewin 8b  
Bradley, 1989; A tkinson, W orthington, D ana 8b Good 1991). L aughton 
(2000) exam ined lite ra tu re  com paring various theoretical m odels of 
alcohol problem s and  the  corresponding trea tm en t approaches. She 
found th a t the  resu lts  from outcom e stud ies were m ixed an d  th a t  
client variables often influenced eventual outcom e. Exam ples of these  
were: the acceptability of the  trea tm en t approach  and  client beliefs 
ab o u t their ability to m oderate the ir drinking  (Sanchez-Craig, A nnis, 
B ornet 8b M acdonald, 1984; M ackenzie, F u n d erb u rk  8b Allen, 1994); 
c lien ts’ level of psychiatric  severity, anger, social suppo rt for drink ing  
and  alcohol dependence (Project MATCH R esearch G roup, 1998); 
read iness to change and  negative alcohol expectancy (McMahon 8b  
Jo n es, 1996); self labelling and  in take  goal (Miller, Leckm an, D elaney 
8b Tinkcom, 1992); self efficacy (e.g. S ith a rth an  8b K avanagh, 1990); 
and  ‘stage of alcoholism ’ (Jellinek, 1952). Laughton (2000) found  th a t  
the  m ajority of stud ies focused on trea tm en t m odality w ith the  client 
variables often forming a  secondary finding and  there  were no 
qualitative stud ies exam ining c lien ts’ beliefs in depth.
Expectancies abou t therapy  can  influence w hether or no t a  pe rson  will 
initially en ter therapy, w hether they  p e rs is t w ith therapy  an d  the
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eventual effectiveness of the trea tm en t (Tinsley & H arris, 1976). 
S tudies have been conducted to investigate c lien ts’ beliefs ab o u t the 
causes of the ir psychological problem s, including alcoholism  
(Furnham  8b Lowick, 1984), an d  regarding their beliefs abou t 
overcoming psychological problem s (Furnham  8b  Henley, 1988). 
However, these  stud ies have involved the  use  of u n d erg rad u ate  
s tu d en ts  or general populations ra th e r  th a n  those who are  suffering 
w ith the  problem  u n d e r investigation.
With the  aim  of increasing  the  effectiveness of therapy, it would be of 
in te res t to exam ine clien ts’ beliefs ab o u t the ir alcohol problem  an d  the 
way in w hich these  beliefs affect the ir expectancies of therapeu tic  
outcom e. M any of the stud ies cited above are related to the  c lien ts’ 
beliefs ab o u t the ir ability to control th e ir alcohol problem . A p e rso n ’s 
belief ab o u t the  origins of the ir alcohol problem  an d  th e ir ability to 
control the ir drinking behaviour can  be rela ted  to a ttribu tion  theoiy .
In brief, it is suggested and  em pirically supported  th a t there  is a  se t of 
fairly stable ru les th a t govern the  way in w hich people m ake cau sa l 
inferences (for a  review of a ttrib u tio n  m odels and  biases, see Fiske 8b  
Taylor, 1991). Of particu la r relevance is W einer’s (1986) w ork on 
a ttribu tion  theoiy. He identifies th ree  dim ensions of a ttrib u tio n a l 
experience: locus (in ternal/ex ternal), stability  (stab le /unstab le) an d  
controllability (controllable/  uncontro llab le).
It h a s  been suggested (Pavlidis, 1997) th a t trea tm en ts  su c h  a s  
m otivational interviewing (Miller 8b Rollnick, 1991), w hich includes an  
elem ent of ‘supporting  self-efficacy’, m ay prom ote in te rnal a ttr ib u tio n s  
as a  m eans to positive change. It m ay th en  be expected th a t  a s  clients 
progress, their a ttribu tions move from external to in ternal. Pavlidis 
(1997) a ttem pted  to study  changes in a ttrib u tio n s th a t  accom panied
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progression th rough  therapeu tic  in terventions an d  ‘stages of change’ 
(DiClemente & Prochaska, 1998). Seeking to develop a  m odel of the  
person  th a t  can  ‘guide bo th  system atic resea rch  a n d  system atic 
practice’ (p.277) P rochaska  an d  DiClem ente (1982) com pared 18 
leading therapy  system s a n d  developed a  tran stheo re tica l m odel of 
change encom passing  ‘p rocesses th a t  individuals u se  to change both  
w ithin  a n d  w ithou t th e rap y ’ (p.282). They identified six d is tin c t stages 
people p a ss  th rough  w hilst changing  a  problem : pre-contem plation  
(not considering th e  possibility of change), contem plation  (am bivalent 
ab o u t change), de term ination  (motivation to change), action  (actively 
m aking change in th e  problem  area), m ain tenance  (susta in ing  the  
change an d  preventing relapse) an d  relapse (set back  of varying 
severity). A cycle of change is proposed w here relapse is perceived a s  a  
norm al stage of change an d  th e  person  is encouraged to  con tinue  to 
move th rough  the  stages again  recognising th a t  they  a re  one step  
closer to achieving p e rm an en t m ain tenance . Pavlidis (1997) found  th a t  
those  in the  contem plation-action  stages show ed a n  in te rna l 
a ttribu tiona l b ias tow ards positive events.
However, th is  an d  m any o ther s tu d ies  are  based  on th e  a ssu m p tio n  
th a t  c lien ts a t  early stages of trea tm en t rarely acknow ledge the ir 
problem , a  phenom enon often referred to a s  ‘den ia l’ (Jellinek, 1960). 
According to the  a ttrib u tio n a l b ias ‘actor-observer divergence’ (Jones & 
Nisbett, 1971) the  person  w ith a n  alcohol problem  in  ‘den ia l’ will m ake 
dispositional (internal) a ttrib u tio n s  tow ards o th e rs’ drinking, viewing 
them selves a s  different. C ontrary to th is , B aum ann , Obitz a n d  Reich 
(1982) found th a t  early -treatm ent alcoholics m ade s itu a tio n a l 
(external) a ttrib u tio n s  to o th e rs’ drinking. They hypothesised  th a t  the  
early -treatm ent alcoholics h ad  identified them selves w ith th e  observed 
alcoholic (Regan & Totten, 1975) indicating  th a t  they h a d  accepted  
the ir problem .
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These conflicting expectations an d  resu lts  m ay be affected by the type 
of trea tm en t sought, as some trea tm en ts  highlight the  com m onality 
betw een alcoholics (e.g. Alcoholics Anonym ous, AA) and  o thers 
prom ote a  m ore individual perspective (e.g. harm  reduction). In order 
to tease  ou t the  type of a ttrib u tio n s th a t  clients are really m aking an d  
how they  change w ith trea tm ent, it appears  necessary  to pay close 
a tten tion  to people’s accoun ts of the ir alcohol problem  ra th e r  th a n  
relying on psychom etric m easu res (e.g. B aum ann  et al., 1982)
This is clearly dem onstra ted  by the  re su lts  of a  study  on a ttrib u tio n a l 
change in depressed  clients (Firth-Cozens 8b Brewin, 1988). D uring 
therapy  c lien ts’ causa l a ttribu tions ab o u t the ir problem  were found  to 
change in term s of stability, specificity and  controllability, b u t  the  
in ternality / externality  divide proved problem atic. The overall change 
betw een the  two w as low, a lthough  a ttrib u tio n s w ithin each d im ension  
h ad  altered. For example, the  in te rna l a ttribu tion  of b lam ing ch a rac te r  
deficits h ad  been replaced w ith one blam ing coping stra teg ies w hich 
did n o t affect the  overall in te rnal a ttribu tion  rating, b u t w hich w as 
seen  a s  being a  m ore adaptive in te rna l a ttribu tion . This h ighlights one 
of the  difficulties w ith the  u se  of general a ssessm en t devices an d  th e  
need  for individual detailed a tten tion .
R esearch a im s and q u estion s
The aim  of th is  research  is to investigate more closely som e of the  
client variables th a t have been indicated  to affect therapeu tic  outcom e 
in in terventions for alcohol problem s. In particu lar the  aim  is to 
exam ine the  c lien ts’ beliefs ab o u t the  freedom of the ir d rink ing  
behaviour in relation to the a ttrib u tio n s th a t they m ake a n d  th e ir
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experience and  expectancies of a ttem p ts  to modify th is  behaviour. It is 
hoped th a t by a ttend ing  to the c lien ts’ perspective of their problem  it 
will be possible to increase ou r u n d ers tan d in g  of individual differences 
in therapeu tic  outcom e.
The m ain  research  question  is: in w hat w ays do people w ith alcohol 
problem s m ake sense of the ir problem  an d  how are  the ir experiences 
an d  expectations of therapeu tic  in terven tions affected by these beliefs?
M ethod
Participants
R equirem ents for participation  in th is  study  were th a t  volunteers m u s t 
be cu rren tly  receiving trea tm en t for th e ir alcohol problem  an d  th a t  
they m u s t view their alcohol problem  a s  th e ir only or prim ary problem . 
Advertising m aterial (see appendix  1) w as displayed in six locations 
including a  substance  m isuse recovery centre, a  room  in w hich a  
controlled drinking group w as held, the w aiting room of a  com m unity  
d rug  an d  alcohol service and  w ith a  represen tative  of a  local AA 
service. Ten partic ipan ts  were recru ited . They volunteered e ither by 
contacting  the au th o r directly or proffered the ir telephone n u m b er to 
be contacted. Interviews were conducted  e ither in p a rtic ip an ts’ hom es 
or in  a n  NHS or University setting. ,
Interview schedule  -
The sem i-struc tu red  interview schedule (see appendix  2) began w ith 
dem ographic an d  background details followed by questions on the
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origins and  developm ent of the  alcohol problem; a ttribu tions m ade 
ab o u t the alcohol problem; n a tu re  of p resen t treatm ent; experience of 
trea tm en t (including w hat h a s  been helpful or unhelpful); and  
expectations of trea tm en t. The interview  schedule w as developed with 
reference to existing lite ra tu re  an d  questions were reph rased  and  
reform ulated during  supervision an d  clarified in response to reactions 
of early interviewees. The interviews lasted  betw een one h o u r and  
th ree  hours. All were recorded onto audio-cassette  and  then  
transcribed  verbatim .
Data analysis
T ranscrip ts were subjected to (Interpretative Phenom enological 
Analysis (IPA, Sm ith, Ja rm a n  8b O sborn, 1999). The aim  of IPA is to 
‘explore in detail the  pa rtic ip an t’s view of the  topic u n d e r investigation’ 
(Smith, Ja rm a n  8b  Osborn, 1999, p .218) and  is concerned w ith 
‘u nders tand ing  w hat the  p a rticu la r responden t th in k s  or believes 
ab o u t the  topic u n d e r d iscussion ’ and  to ‘be able to say  som ething 
ab o u t th a t th ink ing ’ (Smith, J a rm a n  8b O sborn, 1999, p .219). This 
approach  w as chosen  as I w as in te rested  partic ipan ts ‘phenom enology’ 
w ith respect to the  way in w hich they  m ade sense of their alcohol 
problem . I also recognised th a t in in terpreting  these  findings my 
subjective fram ework would in te rac t w ith p a rtic ip an ts’ accounts.
The first tran scrip t w as read  a  nu m b er of tim es w ith the  left m argin  
being u sed  to record key p h rases  and  processes including su m m aiy  of 
conten t, associations betw een different aspec ts  of the  tran sc rip t and  
prelim inary in terpretations. The tran sc rip t w as read  again an d  the  
righ t h an d  m argin u sed  to record key w ords th a t were felt to ‘cap tu re  
the  essen tia l quality’ (Smith, J a rm a n  8b O sborn, 1999, p .221) of
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them es th a t were em erging in the  text. These th em e  title s’ were then  
exam ined and  connections betw een them  sought.
Connections were found by looking for sim ilar p h rases  found u n d er 
different headings or the  partic ipan ts m ay have indicated a  connection 
betw een emerging them es them selves. From  these  connections, a  table 
of m aste r them es w as produced th a t w as felt to ‘cap tu re  m ost strongly 
the  responden t’s concerns on th is  p a rticu la r topic’ (Smith, J a rm a n  8b 
Osborn, 1999, p .223). It w as en su red  th a t  each them e h ad  a  num ber 
of exam ples in the  tran sc rip t and  any  them es th a t  were no t clearly 
represen ted  in the d a ta  were rejected.
F u rth e r tran scrip ts  were exam ined w ith reference to the  list of m aste r 
them es; fu rther exam ples of these  them es were recorded, w hilst 
a tten tion  w as paid to any newly em erging them es. A final m aste r list of 
them es emerged, including a  sm all n u m b er of super-o rd inate  them es 
w ith a  num ber of sub -them es, each of w hich h a s  identifiable in stan ces 
w ithin each transcrip t. The table of them es w as u sed  a s  a  ‘b asis  for an  
accoun t of the p a rtic ip an ts’ resp o n ses’ (Smith, J a rm a n  8b O sborn, 
1999, p.227).
The aim  of th is  report w as to explain p a rtic ip an ts’ responses an d  to 
relate th is  to the  existing literatu re. Inevitably, the  subjective 
perspective of the au th o r im pacts upo n  th is  form of analysis by way of 
choice of research  questions, interview style and  choice of focus in 
w rite-up. Being aw are of th is, I exam ined my own b iases prior to 
em barking on th is research  and  w as aw are th a t my gender (female), 
age, position as a  Counselling Psychology trainee and  ‘o u tsid er’ s ta tu s  
(having no alcohol problem) would im pact upon  the analysis. In 
Particu lar, my own assum ption  and  experience of feeling in  control of 
my actions, including drinking  behaviour, m ean t th a t  I h ad  a
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preference for trea tm en ts  th a t  viewed client a s  indiv iduals and  w as 
aw are th a t  I felt sceptical ab o u t the  AA approach . I a ttem pted  to u se  
th is  aw areness to  a le rt m e to tim es w hen I m ight be b iased  in my 
analysis. In addition, a ttem p ts  were m ade to m inim ise th e  risk  of 
p roducing an  overly idiosyncratic analysis by working in  close con tac t 
w ith the  research  supervisor.
This subjectivity m eans th a t  trad itional criteria  u sed  to  evaluate 
quan tita tive  research  (e.g. reliability), w hich are  based  on an  
a ssum ption  of researcher objectivity, a re  n o t appropria te  to  th is  study  
(Henwood & Pidgeon, 1992). A lternative guidelines for evaluating  
qualitative resea rch  have been evolved by Elliott, F ischer & Rennie 
(1999) an d  include ‘grounding in  exam ples’. In the  following analysis, 
th e  a u th o r h a s  provided verbatim  quo tes perta in ing  to each  them e an d  
sub -them e a n d  enclosed one entire  scrip t (see appendix  3).
In p resen ting  passages from th e  interview s below, m inor h esita tio n s  
have been deleted (e.g. “um ”) for readability. M aterial om itted from  the  
quo ta tions is indicated  by a n  ellipse (...) an d  m ateria l con ta ined  in  
square  b rackets h a s  been added for clarification (The B ritish  
Psychological Society, 1989). Pseudonym s have been u sed  to ind icate  
the  varied source of the  quotations.
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A nalysis
B ackground inform ation ab o u t the  p a rtic ip an ts  and  basic inform ation 
ab o u t the ir alcohol problem  are p resen ted  below in Tables 1 an d  2 
respectively.
Table 1 . B iographical d a ta
% ' |Tttnï.!»ér o f  p a #
f  LuMwywi" ' _ Female
.:
: l 3 , 3 0 % r * '' \
.VuK&VV;:VV:;V' VVVzV*',:'' - Wé@V%:%VV; V" : "V
Age (years) Range: 30-79 Mean: 48.40 SDh- 12.78
Post gradiiaie qualification 0 (0%) -r''
Degree 1 {iCyVo)
ÿ’Ps;i:;5VI""";'= ;yf v?;;-,:"""; " "v-''v;;v::;g,::v'v' Diploma >: 4 (40%)
'A‘ levels 
•Q’ ie%^ eis
' 1 (10%) 
2 (30%)
None a (2Œh4 -
Nationality
15 currently working, 4 not working. 1 retired). 
British 8 (80":,)
Irish 1 (10%) 
Canadian 1(10%)
Marital sta tu s i (lO'X,)
ss , «’ 5 (SO^ icl
v4 , " : V '  : " V f  . ..V -  V / V :  A g g g p V V , .  V ; ' ; " Divorced 2 (30%)
Widowed,,
y  V i V V V ' V : "
2 (20'.'^ )
No. o f  children % Range: 0-4 Mean; 2.00 SD: 1.62
‘ SD = Standard deviation
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HaogK • M e a œ î i ^ ; ' - ■ SD: jtSKS
Duration o f  alcohol Range: 10-56 Mean; 22.20 sb: 13.72
problem (years)
Range o f  professionals Professionals Number o f  participants (percentage)
seen/form s o f  treatm ent Community psychiatric nursefs) 
Counsellor (s)
Counsellor /  therapi sl(s)
Gen era] practitioner /  doctor
Psychiatrist
Psychologist
5 (50%) 
3 (30'X.) 
1 (10%) 
8 (80%) 
5 (50%) 
2 (20%)
Forms o f  treatm ent Number o f  participants (percentage)
.Alcohol drug & abuse centre 1 (10%)
Alcoholics Anonymous 9 (90%.)
Community drug & alcohol team 4 (40%.)
Controlled drinking group 1 (10‘)«)
Group meetings 2 (20%.)
Home detox 4 (40%)
Hospital detox 4 |40"'«)
In-patient treatment centre 1 (10%,)
Medication 4 (40%)
One-to-one counselling 4 (40%)
Kehabilitation unit 1 (10%)
.......
Relapse prevention group 2 (20%i) 
Substance misuse recovery centre 6 (60%) 
Telephone alcohol directory js - 1(10%) 
Therapeutic group '1(10%)
Overall, five m ain super-o rd inate  them es were observed in th e  d a ta . 
W ithin each of these, up  to 13 sub -them es were identified (see tab le  3). 
The them es and  sub -them es th a t have been selected for d iscu ssio n  
here are chosen  with regard to the ir relevance to the research  a im  a n d  
questions.
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here are chosen w ith regard  to their relevance to the  research  aim  and 
questions.
Table 3. Overview of them es
Theme 1 Theme 3
Beliefs about factors that cause the Issues of control
alcohol oroblem
-Setting limits
-Hereditary or personality factors: The -Subjective feeling o f no control
alcohol problem as an illness -One sip too many
-Childhood factors -In control o f aspects o f the alcohol
-Initial onset problem
-Faulty thinking -The effect of external restrictions
-Family incidence -The effect of no external restrictions
-Searching for a reason -In control of life even though still
-Reasons for drinking drinking
-Triggers
Theme 4
Theme 2 Issues around treatment
Pattern and course of alcohol problem 
-Change in severity/patterns and stages
-Reasons for seeking treatment 
-Accessing treatment
-Change of perception from past -Factors that compromise treatment
-Crossing the line -Elements o f treatment that are helpful
-Necessary change in order to overcome -What is not helpful
alcohol problem -Extent of the helpfulness and limitations
-Interactions with others of treatment
-Traits -Empathy and understanding o f others
-Deception -Belief in current treatment
-What life was like -Effects of matching of beliefs with those
-Negative consequences of treatment type
-Not wanting to stop -Evaluating past treatment now
-Own attempts to overcome alcohol -Opinion of various treatments
problem -Benefits of treatment
-The point at which change occurred 
-Avoiding triggers
N.B Themes written in italics are those
Theme 5
Life after alcohol
-Accepting the alcohol problem/
that have been selected for detailed alcoholism
analysis based on their relevance to the -Accepting abstinence
research aims. -Identification at group level
-Life without alcohol
-Enduring problem 
-Hopes for the future
Beliefs about factors that caused the alcohol problem
The d a ta  encom passed  various beliefs ab o u t the  perceived origins of 
the  alcohol problem  as well as factors th a t  would bring abou t or
191
Research Dossier
increase drinking once the problem  w as felt to have started . Three of 
the  n ine sub-them es were felt to be m ost inform ative with regards to 
how partic ipan ts u n d e rs tan d  their alcohol problem  and  will therefore 
be d iscussed  here.
Hereditary or personality factors: The alcohol problem  as an illness. 
W hen asked  abou t the ir tho u g h ts  concerning the  cause of their 
alcohol problem , m any partic ipan ts described the  innate  p a rt of their 
problem  as a  type of illness or disease. This w as particu larly  ap p aren t 
am ongst those who found Alcoholics A nonym ous (AA) helpful, possibly 
a s  it is p a rt of the  philosophy of th is  approach. One partic ipan t sta ted  
1 am  an  alcoholic. I suffer from a  widely know n disease of alcoholism ’ 
(Andrew). He continued:
I suffer from threefold illness: m ental, physical, sp iritual. The 
m ental illness is m y head  telling me I don ’t  suffer from it. (...) I 
have a  physical allergy to alcohol, th a t w hen I’ve had  one drop of 
alcohol inside m y body I m u s t have the  second the th ird  the 
fourth  and  r  will kill to get it (Andrew)
Looking to their family history, in an  a ttem p t to u n d e rs tan d  if the ir 
alcohol problem  h ad  been inherited , m ost p a rtic ip an ts  could find a t 
least som e history  of a  relative having a  problem  w ith alcohol:
I tend  to feel th a t there  probably is quite a  strong  genetic factor in 
it. I subscribe to th a t feeling to a  certain  extent. My fa th e r w as 
an  alcoholic (...) an d  on my m o ther’s side, my m atern a l 
grandm other w as an  alcoholic and  one of m y a u n ts  -  one of my 
m other’s sisters is an  alcoholic (...) p lu s I have two sis te rs  who 
both  have addictive personalities (Beth)
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There w as also som e evidence of pa rtic ipan ts espousing  the  idea th a t 
the ir alcohol problem  m ight be caused  by a  fixed personality  trait. For 
one partic ipan t th is  w as seen  as the origin of her alcohol problem: 
W ell I th in k  I w as born  w ith an  addictive personality. I th in k  th a t is 
p a rt of m e’ (Angela). Similarly, m any partic ipan ts  also indicated th a t 
they felt th a t they  were the  type of person  who would be vulnerable to 
becom ing addicted to a  n um ber of o ther su b s tan ces  or behaviours, 
such  a s  drugs and  gambling. Many partic ipan ts also considered th a t 
ra th e r  th an  having a n  inna te  vulnerability, they m ay have som ehow 
created  a  physical dependency or craving by drinking  to excess and  
‘crossing a  line’ into addiction. For exam ple, Derek sta ted : ‘you d rink  
enough (...) and  your body craves for a  d rink  after a  w hile’
Childhood factors. A lmost all the  pa rtic ipan ts were able to identify 
som ething in the ir childhood th a t m ay have con tribu ted  tow ards the 
developm ent of the ir alcohol problem . Four of the  pa rtic ipan ts  actually  
u sed  the word ‘transference’ w hen describing the influence of their 
p a s t on their p resen t actions. As th is  is a  specialised term  u sed  
particu larly  in psychodynam ic circles, it appears th a t  for some 
p artic ipan ts a ttrib u tio n s of th is  type m ay have been heavily influenced 
by their involvem ent in specific trea tm en ts . The ways in w hich 
p a rtic ip an ts’ childhood w as felt to have con tribu ted  tow ards the 
developm ent of the ir alcohol problem  were various an d  included 
childhood sexual abuse, lack of w arm th  in the  early family 
environm ent and  feelings of abandonm ent:
I do believe (...) the  em otions side [of the  cause] (...) h a s  come 
from my p a ren ta l upbringing, (...) never felt loved (...) alw ays felt 
abandoned. And therefore consequently  I never felt I w as w orth 
anything, I never felt I w as w anted (Charlie)
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One participan t indicated th a t aside from any  hered itary  factors, h is 
fa ther’s alcohol problem  h ad  im pacted upon  him  as a  child in term s of 
h is behaviour:
I can ’t blam e anyone a t all a p a rt from m yself for m y d rink  
problem, b u t seeing m y dad drunk ; you know day in day out. (...) 
It gave me an  aw areness of alcohol an d  m aybe I w as w ondering 
w hat a ttrac ted  him  to it. (Edward)
Although m ost of the  partic ipan ts h ad  sp en t tim e th ink ing  ab o u t and  
searching for the  cause  of the ir alcohol problem , the utility  of th is  w as 
mixed. For som e p a rtic ip an ts  it w as felt th a t  knowing the  cause  would 
be of limited value; for exam ple, Andrew s ta ted  ‘it will n o t allow you to 
d rink  again’. For o thers, it w as felt th a t an  u n d ers tan d in g  of the  origin 
of the  problem  w as valuable; as George indicated  ‘once you know  w hat 
the  root cause is you can  deal with it’.
R easons fo r  drinking. In co n tras t to reports ab o u t the  origins of th e ir 
alcohol problem , partic ip an ts  described a  n u m b er of day-to-day 
reasons for their drinking. These appeared  to be spoken ab o u t in the  
form of the functions th a t  were perform ed by the  in take of alcohol. 
A lthough a  couple of partic ipan ts reported  either th a t  they  gained 
noth ing  from drinking  alcohol or th a t they  were ju s t  drinking  for fun  
an d  enjoym ent, the  m ajority of pa rtic ipan ts  reported using  alcohol to 
deal with a  wide range of em otions.
For Edward it seem ed th a t  alcohol w as u se d  to fill an  em otional hole: 1 
enjoyed the feeling it gave me, w hich felt like, giving m e a  hug  inside 
(...) filling the void th a t  no th ing  else could fill’. He continued  to explain 
w ays in which he u sed  alcohol (a powerful anxiolytic) to deal w ith 
em otions such  a s  apprehension  and  frustra tion : I ’d be incredibly
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anxious before I've had  a  d rink  (...) b u t I felt a  powerful sense  of relief 
once 1 had  the d rink '
Many partic ipan ts appeared  to u se  alcohol to m edicate the ir feelings in  
some way. This m ay be to escape from their day or life for a  period of 
time; for example, Fred felt th a t  he d ran k  alcohol for 'escap ism ' an d  
th a t alcohol ‘took him  away from reality '. O thers reported drink ing  a s  
a  way of escape from or dam pening of the ir em otions. For George, it 
appeared  to be h is anger, in relation  a rgum en ts with h is wife, th a t  he 
w as trying m anage with alcohol: 1 found 1 did have a  lot of anger 1 ju s t  
subdued  it w ith alcohol (...) it w as m aybe to cush ion  the  em otions'. 
B eth described how she u sed  alcohol to help her to su p p re ss  h er 
em otional pain: 1 ju s t  swallow everything down inside me. 1 swallow 
the feelings, 1 swallow the alcohol'.
A lthough for some, u sing  alcohol in  th is  way m ay have s ta rte d  o u t a s  
a  tem porary  relief for some specific em otional pain  (e.g. bereavem ent), 
a s  the  problem  w as supp ressed  ra th e r  th a n  addressed , the  d rink ing  
becam e necessary  on a  m ore frequent basis:
1 ju s t  becam e totally obsessed  in  the  booze, because  th a t  
suppressed  the  pain. (...) 1 felt it w hen 1 w asn 't drinking, betw een 
drinks, if you like, b u t w hen I s ta rted  to drink, it su p p re ssed  the  
pain. (Charlie)
The reduction  of inhibitions following the  consum ption  of alcohol w as 
experienced by m any of the  p a rtic ip an ts  a s  a  bolstering of th e ir 
confidence and  therefore w as felt to perform  a  usefu l function  for 
those w ith lim ited social confidence, especially in  social s ituations:
If 1 needed to go out, to give me confidence to ta lk  to people a t  a
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d inner table or to go to a  party , th en  d rink  would take, would
help, enable me to do th a t. (Angela)
It seem s th a t the picture of a ttrib u tio n s  th a t is emerging is n o t easy to 
sp lit into a  simple in te rn a l/ex te rn a l divide. W hilst a lm ost all 
p a rtic ipan ts  refer to some form of innate  (internal) cause, they  also 
indicate  th a t childhood experiences (external) are a  causa l factor in 
the  developm ent of their alcohol problem . In addition, p a rtic ip an ts  
were able to identify both in te rnal (e.g. escape from emotions) and  
external (e.g. in response to bereavem ent or divorce) rea so n s or 
triggers for their drinking. T hus in  relation  to stud ies th a t  u se  
psychom etric m easures to exam ine a ttrib u tio n s, it is clear th a t  re su lts  
will be confounded as  it appears  possible to hold bo th  in te rn a l an d  
external a ttribu tions concurrently .
This m ay also have im plications for W einer's (1986) model. W einer w as 
criticised for adding the  dim ension of controllability a s  it w as th o u g h t 
th a t  it h ad  little to add  to the  m odel (e.g. V allerand & Richer, 1988). 
However, the locus of causality  m ay n o t alw ays m ap onto the  locus of 
control, and  as it appears possible to hold a  mixed locus of causality , 
th en  it seem s th a t controllability needs to be exam ined separately .
Issu es  o f  control
This them e encom passes a  n u m b er of different aspec ts  of the  
p a rtic ip an ts ' thoughts, feelings and  behaviours in relation to th e ir 
d rinking  and  their ability to influence it. Seven m ain su b -th em es were 
identified in relation to ‘issues of control', three of w hich will be 
described below.
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Subjective feelings o f  having no control All the  partic ipan ts reported 
experiencing feelings of having no control a t some point during  the 
course of their alcohol problem . W hen asked  how m uch  they felt in 
control of the ir drinking, answ ers were often split into two p arts . Most 
of the  partic ipan ts who were no longer drinking  felt differently abou t 
control now to how they had  w hen they  were drinking:
Obviously w hen 1 w as drinking  I h ad  no control a t all (...) today 
it's  n o t so m uch  control, 1 don 't control it as such  because it's  no t 
there , 1 don 't need to control it today. (Angela)
Some partic ipan ts highlighted the  s treng th  of their feelings of being 
o u t of control by indicating s itua tions th a t  should  have stopped them  
drinking, b u t did not:
Even knowing th a t two days earlier 1 heard  th a t 1 could die, it still 
d idn 't stop m e drinking (...) D eath  w as no t strong enough now to 
actually  stop me or even consider stopping drinking. (Andrew).
It doesn 't m atte r if som eone's saying so rt of you know  ^ o u 're  
going to lose your job tomorrow, you 're  going to lose y ou r family, 
you 're going to lose your house '. 1 could no t stop drinking, 1 ju s t  
couldn 't. (Bob).
One drink is one too m any -  avoiding the fir s t drink. In m any  cases th is  
feeling of having no control w as specifically sta ted  a s  occurring  once 
the  first d rink  had  been consum ed. Therefore, a lthough  m ost 
partic ipan ts  felt som ew hat more in control of their drinking a t  p resen t, 
they still believed th a t th is control w as restric ted  to no t picking u p  the  
first d rink  and  th a t if they did they w ould be back  to square  one:
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Once the  first d rink  goes in, the  body ju s t  says ‘th a t’s it, got to 
have ano ther one now’. You will crave; the craving’s phenom enal. 
You will crave the  second d rink  an d  noth ing  is going to get in 
your way. (Charlie)
1 c a n ’t ju s t  have, well no alcoholic can  have one, well 1 c a n ’t 
myself. Of course, there  1 go d rink  an d  d rink  and  drink, c an ’t  stop 
it, one, two, three, four (...) th a t’s w here it gets o u t of control. 
(Caroline)
Feeling in control o f  aspects o f  the drinking behaviour. As indicated  
above, there  seem ed to be a  consensus am ongst pa rtic ipan ts th a t  once 
drinking  h ad  com m enced m ost of the ir feelings of control were lost. 
However all the  partic ipan ts indicated som e level of control a t  som e 
point during  their alcohol problem . M any felt the  control th a t  they  h ad  
w as choosing no t to have the first drink. For exam ple, E dw ard 
described how he would choose no t to d rink  a t certain  tim es, know ing 
th a t  he would find it h a rd  to stop:
1 w as in control to an  ex tent because  (...) w here 1 w anted  to have 
a  d rink  a t lunchtim e, b u t d idn ’t because  1 knew  th a t  one w ou ldn ’t 
be enough (...) and  once I’d s ta rted  1 cou ldn ’t stop.
O ther partic ipan ts felt th a t the veiy lim ited control th a t  they h a d  w as 
to delay w hen they d ran k  or to stay  off alcohol for a  few h o u rs  or days:
1 th in k  anyth ing  th a t  took place w as ju s t  delaying a  d rink . (...) 
going o u t for the  day, going sea  fishing or som ething like th a t  
th en  I’d s ta r t drinking. 1 m ean  you’re talking h o u rs  - y o u ’re n o t 
talk ing abou t days (Fred)
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Again, the question of feeling in control w as tem porally influenced, as 
m any partic ipan ts felt th a t they h ad  been more in control early on in 
the ir drinking career and  e ither gradually  or a t som e point lost m ost 
or all of th is  control.
It’s fluctuated  over the years, you know  there have been periods 
w hen 1 either haven ’t d ru n k  alcohol for several m on ths or I’ve felt 
in control of w hat I’m  drinking. R ather th a n  feeling th a t the  drink  
is in control of me, w hich is how it feels m ost of the  tim e for me 
now (Beth)
In considering w hether pa rtic ipan ts  see drinking alcohol a s  a  free 
behaviour, a  complex p icture  is p resented . It appears  th a t  the 
experience of feeling in control and  th u s  free to d rink  m ay vaiy  over 
tim e and  in  extent. Feelings of control also appeared  to be sp lit into 
‘self-control’ and  ‘control over alcohol’. M any partic ipan ts  felt th a t  they 
h ad  a  degree of control over the ir behaviour and  could choose n o t to 
have the  first drink. However, few partic ipan ts felt th a t  they h a d  any 
control over alcohol once they h ad  consum ed it.
This m ay be an  im portan t question  to a sk  a  client w ith a n  alcohol 
problem  in term s of assessing  appropria te  trea tm en t goals. M ackenzie 
e t al. (1994) found th a t c lien ts’ beliefs ab o u t w hether or no t they  could 
d rink  w ith control w as highly correlated w ith their level of abstinence  
during  the 8-year follow-up period. In addition, it w as felt by the  
researchers th a t c lien ts’ judgem en ts of the ir level of control were 
accura te , as  evidenced by their differential u se  of services over the  
follow-up period.
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Issu es  around treatment
As presen ted  in Table 2, p a rtic ip an ts  had  taken  p a rt in m any different 
form s of treatm ent. P artic ipan ts appeared  to have m any shared  
experiences, b u t their individual perception seem ed to influence how 
valuable they found certa in  interventions. O ut of the 12 identified su b ­
them es, the 4 p resen ted  here  were felt to be m ost relevant to th is  
report.
R easons fo r  seeking treatm ent Partic ipan ts h ad  a  n u m b er of different 
reasons for seeking trea tm en t. Partic ipan ts m ay have suffered w ith 
the ir problem  for m any years before seeking trea tm en t, depending on 
w hether or no t they h ad  perceived it a s  a  serious problem . Many 
partic ipan ts, however, initially sough t trea tm en t in order to please a  
significant person  in the ir life an d  reported th a t they  h ad  no t yet 
accepted th a t they h ad  a  problem  w ith alcohol:
The only way 1 could keep the  girlfriend w as if 1 w ent to AA. So, 
th a t w as really the  only reason  1 w ent w as fear of losing her. 
(Andrew)
1 d idn ’t th in k  1 h ad  a  problem  (...) Dr. [doctor’s nam e] cam e in 
and  he said Svould 1 m ind seeing h im ’. (...) it w as m y n u m b er two 
daughter, 1 th ink , who said  ÿ o u  should  go and  see h im ’. And so 1 
said ‘oh well 1 guess 1 be tte r go and  see h im ’ and  th a t’s w hen he 
said ‘well you have a  problem ’. (Derek)
There were o thers, however, th a t sought trea tm en t of the ir own 
volition w hen they realised th a t they  had  a  problem  w ith alcohol and  
th a t  it had  moved beyond w hat they were able to m anage them selves.
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For Edw ard the critical po in t appeared  to be w hen h is  acceptance of 
h is  alcohol problem  com bined w ith an  u rgen t desire to do som ething 
a b o u t it: ‘1 th ink  1 w as getting desperate  really an d  1 knew  it w as a  
problem  and so 1 saw  the local co n su ltan t p sych ia tris t’. For Beth, the 
adverse effects of the  alcohol consum ption  led her to seek help:
The first time 1 sough t any  help for my actual d rinking  an d  it w as 
because 1 w as really s ta rtin g  to feel unwell, I w as sta rtin g  to feel 
the  after effects of drinking. (...) 1 realised th a t  som ething had  to 
be done abou t it and  I d id n ’t feel capable of doing som ething 
abou t it unassisted .
The reasons given by p a rtic ip an ts  for entering trea tm en t seem  to offer 
m ixed evidence for early -treatm en t ‘denial’ (Jellinek, 1960). Some 
partic ipan ts  had  felt p e rsu ad ed  into a ttend ing  trea tm en t by a  
significant person in  the ir life prior to the ir own acceptance of their 
alcohol problem. A lthough for some th is w as detrim en tal to their 
progression in therapy, for D erek th is  h ad  no negative effect on h is 
recovery. Those who en tered  trea tm en t after a  period of acceptance of 
th e ir problem  with alcohol did appear m ore likely to be m otivated 
tow ards engaging fully in the ir trea tm en t.
E lem ents o f  treatment that are helpful. Partic ipan ts were able to identify 
the  particu lar aspects of the ir trea tm en t th a t had  been helpful to them  
in  dealing with their alcohol problem . M any p a rtic ip an ts  reported  th a t 
becom ing p a rt of a  group w as helpful, w hether th is  w as a  trea tm en t 
group or ju s t  identifying w ith o thers with an  alcohol problem . For 
som e partic ipan ts it w as helpful to feel understood  by o thers. For 
m any, hearing o ther people’s accoun ts of their alcohol problem  
alleviated their feelings of sham e and  guilt in relation  to th e ir own 
d rinking  behaviour:
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I could relate and  listen  to w hat people were saying. You know 
an d  1 d idn’t have to feel asham ed  because th o u san d s of people 
are secret d rinkers an d  1 tho u g h t 1 w as the only one you know. 
(...) It was no longer you know it w as no longer me on my own. 
(Bob)
In addition to dim inishing feelings of being alone, som e partic ipan ts 
found th a t  listening to the  positive experiences of o ther people w ith an  
alcohol problem  w as beneficial. M eeting o ther people who were felt to 
have h ad  sim ilar problem s b u t who h ad  been ab stin en t for a  n u m b er 
of years w as experienced as  providing hope for the  fu ture. However, 
hearing  negative experiences w as felt by som e partic ipan ts to have the 
opposite effect:
The negative side of it 1 suppose w as (...) there were people who 
h ad  been seeking help or who h ad  been in trea tm en t for years 
an d  who m ay have h ad  som e good experiences, b u t had  alw ays 
relapsed. The relapse-ra te, the  failure-rate, th a t left me feeling 
despondent. (Beth)
W hen describing the elem ents of th e ir trea tm en t they  felt to be 
beneficial, m any partic ipan ts appeared  to be of the  opinion th a t  
trea tm en ts  th a t focused solely on the  cessation  of drinking  were n o t 
likely to be helpful in  the  long-term . All partic ipan ts felt th a t the  
issu es  underlying their alcohol problem  would need to be addressed:
T hat was really helpful, the  one-to-ones w ith [name of staff 
member], because he would guide you in a  p a th  ra th e r  th a n  tell 
you w hat to do and  h e ’d m ake you th ink . (...) He would delve 
m ore into my relationship  and  get right to the h e a rt of the  m atter.
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And h e ’d th en  do a  care p lan  an d  b reak  down w h a t he  felt were 
the  im portan t issu es  (George)
In addition, m any p a rtic ip an ts  indicated  th a t  in  o rder to be successful, 
trea tm en t m u s t help them  to m ake the  necessa iy  changes to create  a  
way of living w ithou t alcohol. In relation  to th is, p a rtic ip an ts  h ad  
found trea tm en ts  th a t  provided a  com prehensive follow-up or som e 
group su p p o rt m ost helpful:
It’s a  lot m ore th a n  ju s t  stopping  drinking  to me. It w as actually  a  
whole netw ork, a  whole way of life. And so once I w as able to 
relate  to th a t  an d  I th o u g h t Svell, you d o n ’t  have to d rin k  today’ 
(Bob)
However, one p a rtic ip an t highlighted a n  im portan t e lem ent in  w he ther 
clients w ould a tten d  any follow-up. Caroline described h e r experience 
of being offered follow-up care b u t feeling unab le  to a tten d  m eetings 
after a  se t-back  an d  how  h e r c u rre n t trea tm en t a tten d an ce  w as 
m ain tained  by the ir accep tance of relapse:
1 th in k  i t ’s different because  I d o n ’t  feel, all right i t ’s  still so rt of, 
n o t sham e, b u t Svhy did 1 do it again?’, b u t noth ing , I m ean  they  
[the relapse prevention group] w an t you to go back  all th e  m ore. 
(Caroline)
C onsisten t w ith previous stu d ies  (e.g. McCrady, 1985), p a rtic ip a n ts  
described social su p p o rt a s  an  im portan t elem ent of th e ir trea tm en t. 
This w as s ta ted  a s  helpful m ost often by those  a ttend ing  AA, b u t  by all 
pa rtic ip an ts  to  varying degrees. There w as som e evidence th a t  differing 
approaches from the  service provider were seen a s  favourable. George 
appeared  to find a  ten tative app roach  m ost helpful, in  w hich he  w as
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‘guided’ ra th e r th a n  ‘told w hat to do’. However, those  attend ing  AA 
reported finding the ‘program m e’ of AA helpful in w ha t appeared  to be 
a  containing way.
Em pathy and understanding o f  others. It appeared  to be veiy im portan t 
for some partic ipan ts - especially those who h ad  found AA m ost 
helpful - th a t their trea tm en t provider really understood  them . Some 
partic ipan ts felt th a t o ther alcoholics would have a  m uch  be tter 
u nders tand ing  of their problem s th a n  a  non-alcoholic:
Another alcoholic will know  m ore ab o u t me th a n  my own close 
family and  my wife (...) The difference is if 1 saw  an  alcoholic on 
the  street, you know out, 1 could ta lk  to him  a b o u t th ings th a t  
would m ean m ore to him  th a n  would m ean to my own close 
family (Bob)
However, in addition to h is sta tem en t above. Bob described how h is 
perception had  changed a n d  he had  come to see th a t  w hilst he would 
ta lk  openly w ith o ther alcoholics, he would res tric t th e  ability of o thers 
to u n d e rs tan d  him  by holding back  inform ation:
My perception of actually  of now w hat counsellors an d  o ther 
organisations th a t are n o t in AA is a  lot better. 1 w as a  b it a t  the  
time ‘C hrist these  people don’t  u n d e rs tan d  m e’, b u t how could 
they u n d e rs tan d  me w hen 1 h a d n ’t  told the  tru th , th a t’s w ha t 1 
see now. (Bob)
The perceived lack of em pathy h ad  a  serious im pact for som e 
partic ipan ts , im pairing the  utility of therapeu tic  in terventions. Bob 
described finding it difficult to ta lk  to h is counsellor because  of the  
guilt and  sham e th a t he felt w hen d iscussing  h is  drinking  w ith
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som eone who had  no t h ad  an  alcohol problem . Charlie reported feeling 
re lu c tan t to engage fully in therapeu tic  in terventions w hen he felt th a t 
the  unders tand ing  of the  trea tm en t provider w as lacking:
1 couldn’t get on w ith he r (...) y o u  don ’t u n d e rs tan d  m e’ (...) For 
th a t period of two years 1 d idn ’t th in k  she understood  me so 1 
w asn ’t p repared  to open up  (Charlie)
However, th is requ irem ent did no t hold true  for all partic ipan ts . Beth 
described the  utility  she found in talk ing  to a  professional who 
dem onstra ted  u n d ers tan d in g  in a  different way:
I found it really helpful to be listened to, th a t  som ebody w as 
taking the time, albeit ju s t  for ha lf a n  hour, 40 m inu tes a  week, a  
fortnight, to come and  listen to me ta lk  ab o u t m y feelings and  my 
fears and  my worries.
It h a s  been widely suggested th a t th e ra p is ts ’ dem onstra tion  of 
accu ra te  em pathy  (Rogers, 1959) is an  im portan t condition for change 
in therapeu tic  in terventions (e.g. Egan, 1982). W hat seem s to be 
illustra ted  by the  partic ipan ts  in th is  group is th a t  there  m ay be an  
in teraction  betw een the  th e rap is t’s dem onstra tion  of em pathy  an d  
clien t’s individual em pathy  needs. E m pathy a s  described by Rogers 
(1959) involves ‘skilful reflective listening th a t  clarifies and  am plifies 
the  client’s own experiencing an d  m eaning, w ithou t im posing the  
th e rap is t’s own m ateria l’ (Miller 8s Rollnick, 1991, p .5). For som e 
partic ipan ts  (e.g. Beth) it appears th a t th is  type of active listening 
m atches her level of need for em pathy. O ther p a rtic ip an ts  (e.g. Charlie) 
apparen tly  require th a t the  counsellor h a s  been  th rough  a  sim ilar 
experience and  therefore, is believed to have an  im plicit u n d ers tan d in g  
of their problem . This ap p aren t need for different form s of
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u n d ers tan d in g  and  em pathy is significant a s  it appears th a t  the  client 
m ay no t fully engage in therapy  if the ir requ irem ents are  no t met.
A clien t’s w illingness or reluctance  to engage w ith a  th e rap is t based  on 
the  client’s identification w ith them  m ay be related to Holder’s (1958) 
theory  of consistency. It is suggested th a t one’s positive or negative 
feelings tow ards a  person  m ay influence their a ttitu d e  tow ards an  
object (belief or behaviour) in order th a t it is consisten t w ith their 
a ttitu d e  tow ards the  person. T hus liking som eone who holds a  positive 
a ttitu d e  toward behaviour A m ay influence a  person  to also th in k  
positively tow ards the behaviour A, in order to preserve psychological 
consistency. It appears th a t if the  clien t’s a ttitu d e  tow ards the  
th e rap is t is ‘they u n d e rs ta n d  m e’ and  is th u s  positive, they  are  m ore 
likely to be open to accepting the ir theories and  advice an d  vice versa.
Factors that compromise trea tm ent Some of the  elem ents identified a s  
interfering with en tiy  into trea tm en t were: an  unaccep tab le  trea tm en t 
environm ent, feeling different to o ther clients or no t u n d e rs tan d in g  the  
trea tm en t process. A com bination of these  factors d issuaded  one 
partic ipan t from seeking fu rth er help for h e r alcohol problem  for 15 
years.
O ther partic ipan ts reported th a t the  philosophy, or form, of trea tm e n t 
th a t  they approached p u t them  off. M any of the pa rtic ip an ts  d isagreed  
w ith the  controlled drinking approach , w hilst experience of a sp ec ts  of 
AA discouraged others: ‘1 d id n ’t find AA any  help a t all. (...) 1 found it 
veiy p reten tious and  preaching. T here’s a  lot of religion involved’ 
(George).
For som e partic ipan ts it appeared  th a t the ir a ttitu d e  tow ards w h a t 
they  w anted  from trea tm en t im pacted upon  its success. Bob explained
206
Research Dossier
how h is  lack of success w ith AA on h is  first a ttem p t w as rela ted  to n o t 
being ready: ‘it w eren’t  working for m e because  I d id n ’t  w an t to stop  
drinking  - sim ple a s  th a t ’.
Life a fter alcohol
For those  w ho were curren tly  ab stin en t, the  experience of living 
w ithou t alcohol appeared  to include elem ents su ch  as: accep tance  of 
the  problem , a n  a ltera tion  of identity  to  encom pass a  group  level 
identity  (often m arked by a  sh ift in  language from “I” to  “we”), an d  
vaiying concerns an d  hopes ab o u t th e  fu ture. Two of th e  six them es 
have been selected for p resen ta tion  here.
Accepting the alcohol prob lem / alcoholism. M any p a rtic ip an ts  described 
how accepting th a t  they h ad  a  serious problem  w as a  pivotal p o in t on 
the ir p a th  tow ards recoveiy. Those in  AA particu larly  ta lked  ab o u t 
‘den ia l’ an d  how  w hilst they were ‘in den ia l’ they h ad  been unreceptive 
to help. Life after alcohol w as described a s  one of accep tance  of th e  
alcohol problem :
The difference betw een once you’re in  AA an d  you ’re  n o t d rink ing  
an d  you ’ve accepted th a t  you ’re a n  alcoholic (...) your life s ta r ts  to 
get be tter from th a t  day onw ards (Bob)
Identification a t group level. Those who h ad  accepted th e ir alcohol 
problem  and  h ad  been a b stin en t for m any years dem onstra ted  group 
level th inking . They often described them selves in  te rm s of th e ir 
sim ilarities w ith th e  group (alcoholics):
It’s a  veiy tigh t link, th e  behaviour p a tte rn s  a re  m ore o r less
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identical you know, w hat will u p se t one alcoholic will u p se t 
ano ther alcoholic. If you look a t the  charac ters they’ll be 
extrem ely sim ilar, sim ilar type of people and  th a t’s why w hen you 
come in to an  organisation  like AA people ju s t  root together. (Bob)
This them e appears  to dem onstra te  som e im portan t insights into the  
shift of beliefs an d  a ttribu tions over the  course  of treatm ent. In the  
B aum ann  et al. (1982) study, it w as im plied th a t  p a rtic ip an ts’ 
a ttribu tions ab o u t their own alcohol problem  moved from dispositional 
(internal) to situa tional (external). However, in  th is  group it seem s th a t  
a ttribu tions have moved in the opposite direction with m any  
partic ipan ts  reporting th a t they have accepted  the  problem  as ongoing 
and  have identified them selves w ith o th er people w ith alcohol 
problem s.
However, the  ab stin en t pa rtic ipan ts in  th is  group were , m ostly 
m em bers of AA or h ad  p a rtak en  in a  p a rticu la r in -patien t trea tm en t. It 
m ay be th a t these  trea tm en ts  placed em phasis on sim ilarities betw een 
clients with alcohol problem s and  th a t  the  trea tm en t centre in the  
B aum ann  et al. (1982) study  focused m ore on individual differences. It 
is possible to conclude th a t  a  shift in a ttrib u tio n s  m ay no t necessarily  
be a  consisten t m arker of progression in  therapy  as  it h a s  been  
suggested (Pavlidis, 1997). It appears th a t  a ttrib u tio n s m ay change 
depending on the trea tm en t type, b u t th a t  th is  does no t necessarily  
im pact upon  the  likelihood of recoveiy. ■
C lients’ expectations of trea tm en t also appeared  to be affected by the  
expectations suggested by their different form s of trea tm en t. Those in  
AA were helped to view their alcohol problem  a  day a t a  tim e w hilst 
som e other form s of trea tm en t appeared  to lead partic ipan ts  to hold 
longer-term  expectations. Many p a rtic ip an ts  appeared  to have a
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realistic approach  tow ards the fu ture  in term s of relapse and  no t 
seeing trea tm en t as a  cure b u t ra th e r an  ongoing challenge.
Overview
W hen evaluating th is research  report it is im portan t to note th a t th is  
study  is no t claim ing to be representative of clients with alcoholic 
problem s. It is clear th a t w ith only 10 partic ip an ts  the  generalisability 
of these  findings is lim ited. However, the  aim  of th is  study, and  
qualitative research  in general, is n o t to achieve a  representative 
sam ple, b u t to exam ine the  experiences of a  sm all group of people in a  
detailed in -dep th  way. T hus, conclusions postu la ted  here are m ade 
with reference to th is pa rticu la r group, w ith references to relevance for 
o thers outside th is  group being trea ted  tentatively.
W ithin th is group, it is im portan t to note th a t n o t all form s of 
trea tm en t were represen ted . A lthough the  m ajority of partic ipan ts h ad  
engaged in m ore th a n  one form of trea tm en t, notable exceptions were 
fam ily/system ic therapy  (e.g. Bowers & Al-Rehda, 1990), exposure and  
response prevention (Hodgson 85 R ankin, 1976), m otivational 
interviewing (Miller 8s Rollnick, 1991) an d  som e specific social- 
behavioural trea tm en ts  (e.g. enhancing  self-efficacy - B andura , 1977; 
self-control tra in ing  - Miller, 1977). In addition, it h a s  been found th a t  
alcohol problem s are som etim es associated  w ith m ood disorders and  
psychopathy (Goodwin, 1982). As the  partic ip an ts  were required  to 
have alcohol a s  the ir prim ary problem , th is  study  did no t exam ine the  
im pact of com orbidity on c lien ts’ beliefs and  experiences.
It is also taken  into accoun t th a t th is  group of pa rtic ip an ts  m ay vary 
from others a s  they volunteered to take  p a rt in  th is  s tudy  an d
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therefore m ay have certain  charac teristics or particu la r reasons for 
volunteering th a t m ay differentiate them  from those who did not. 
However, the  group of partic ipan ts  did no t appear to have any obvious 
defining characteristics th a t would differentiate them  from those who 
d idn ’t volunteer. They differed from each o ther in term s of the  reported  
h istory  of the ir alcohol problem  an d  form s of trea tm en t they  had  
received (see table 2) and  gave a  wide range of responses to the 
questions.
Those partic ipan ts who had  been a b s tin en t for m any years were telling 
the ir sto iy  retrospectively. It could be argued  th a t the  retrospective 
n a tu re  of the  accoun t decreases the  likelihood th a t they constitu te  an  
accu ra te  rep resen ta tion  of the  events an d  experiences w hich they  
describe. However, there  exists research  evidence to suggest th a t 
retrospective reports and  autobiographical m em ory are no t necessarily  
and  inevitably inaccura te  and  u n stab le  (for exam ple, B lane, 1996; 
Brewin, Andrews & Gotlib, 1993; Neisser, 1994; Ross & Conway, 
1986; Rubin, W etzler & Nebes, 1986; W agenaar, 1986)
In relation to the  research  question, there  are two aspec ts of relevance 
in the  findings of th is study. The first, how  did partic ip an ts  in th is  
s tudy  m ake sense of their alcoholic problem ? As indicated  in the  
analysis, it appeared  th a t  partic ipan ts m ade complex a ttrib u tio n s  
ab o u t the  initial cause and  su b seq u en t cau sa l factors of the ir alcohol 
problem . R ather th an  being able to identify a  sim ple in te rn a l/ex te rn a l 
a ttribu tional divide, the  m ajority of pa rtic ipan ts  m ade bo th  
dispositional and  situational a ttribu tions. W ith regard to control an d  
th u s  freedom over the  drinking behaviour, partic ipan ts described  
feeling th a t they had  lim ited control over the ir alcohol problem .
The second aspect of the  research  question  enquired  ‘how did these
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beliefs im pact upon  their experience of therapeu tic  in terven tions?’ It 
appears th a t the  p a rtic ip an ts’ beliefs im pacted upon  their experience 
of therapeu tic  interventions in m any  ways. For example - looking a t 
the them e ‘issu es a round  trea tm en t’ - it appears th a t p a rtic ip an ts’ 
beliefs m ay influence w hether they go for trea tm en t in the  first place, 
stick  w ith a  trea tm en t or look for a  different one, stick w ith a  
trea tm en t, b u t fail to progress (e.g. due to n o t opening up) or find a  
trea tm en t th a t  su its  them  and  find it helpful. The style, philosophy 
and  form of the  trea tm en t th a t p a rtic ip an ts  report as being beneficial 
also appears to vaiy with c lien ts’ beliefs abou t the  origin and  
developm ent of the ir alcohol problem  an d  the ir level of control over 
their drinking behaviour.
The resu lts  of th is  study  are consisten t w ith and  suppo rt som e of the  
existing lite ra tu re  on alcohol problem s. W hen considering the evidence 
presen ted  by partic ipan ts abou t how th e ir beliefs abou t their alcohol 
problem  and  the ir a ttitude  tow ards therapeu tic  in terventions h a s  
changed over tim e, the concept of ‘stages of change’ (Diclemente & 
Prochaska, 1998) appears to be supported . It also ap pears  th a t  
research  looking into m atching  c lien ts to trea tm en ts  (e.g. Project 
M atch R esearch Group, 1998) seem s to be well founded as  m any  
partic ipan ts  h ad  tried several different form s of trea tm en t before they  
found one th a t  they felt w as suitable. S tud ies exam ining the m atch ing  
of clients and  th erap is ts  in term s of th e ir e thnicity  found evidence th a t  
clients acquire inform ation m ore readily from those of sim ilar age an d  
background to them selves perceiving them  to be m ore credible a n d  
relevant (Rosenthal & B andura, 1978). Similarly, clients m ay resp o n d  
be tter to trea tm en t approaches th a t a re  perceived in th is  way.
There appears to be additional evidence in th is  d a ta  to supp lem en t the  
cu rre n t findings th a t  indicate th a t the  quality of th e rap eu tic
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relationship  is an  im portan t factor in the  outcom e of trea tm en t (e.g. 
Luborsky, Singer & Luborsky, 1975). P artic ipan ts reported th a t being 
understood  by the  service provider w as im portan t, th u s  indicating th a t  
em pathy should  be dem onstrated . However, it also appeared  th a t  the  
c lien t’s individual desire for a  certain  level of u nders tand ing  in terac ted  
w ith the  th e ra p is t’s dem onstra tion  of em pathy.
It is unc lear in the  litera ture  how to evaluate w hich form s of trea tm en t 
are successful: T rea tm en ts which are  hailed  as successes in  one 
study  appear in o th e r’s as abject fa ilu res’ (Gossop, 1994, p .404). This 
study  m ay con tribu te  tow ards u n d e rs tan d in g  how outcom e s tu d ies  
can  produce su ch  m ixed resu lts . In add ition  to the variables cited in 
th a t  litera ture, it is indicated in th is  group th a t the  client’s belief 
ab o u t the cause  of the ir alcohol problem , the ir ability to control th e ir 
alcohol problem  and  their a ttitu d es  tow ards various form s of 
trea tm en t m ay all affect the outcom e of their trea tm ent. The 
conflicting outcom e resu lts  m ay also be influenced by inadequate  tools 
w ith w hich to m easu re  im provem ent. As indicated in the s tudy  by 
Firth-Cozens 8s Brewin (1988) psychom etric or simple m easu res m ay 
no t be sensitive enough to detect th e  m ore subtle  changes in 
a ttribu tion  th a t  reflect improvement.
Furtherm ore, conflicting outcom e re su lts  m ay also be due to th e  
definition of success. The conflicting findings of two longitudinal 
stud ies m ay be related  to the definition of success. Vaillant and  Hiller- 
S turm hofel (1996) found th a t trea tm en t did no t affect long-term  
outcom es, w hen using  abstinence a s  a  m easure , w hereas Moos, 
Finney and  Cronkite (1990) found th a t  trea tm en t led to su b s ta n tia l 
im provem ents on ‘drinking behaviour’. For partic ipan ts in th is s tu d y  
getting th rough  one day w ithout d rink ing  w as seen as  success by
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som e and  m any felt th a t positive changes in  the ir lifestyle were a t least 
as im portan t th a t the reduction  of the ir drinking.
To expand upon  the findings of th is  study, it would be usefu l to u se  
th is  m ethod to gain insight into various different sam ples of people 
w ith alcohol problem s: for exam ple, those who have experienced 
varying success with the  trea tm en t form s th a t  were no t included in 
th is  study  and  how other psychological problem s m ay im pact u pon  
the ir experience. F u rth e r to th is, it is suggested by the  findings in th is  
report th a t  it m ay be w orth com bining the  findings regarding the  
im pact of th e rap is t variables (Luborsky, McLellan, Woody, O’Brien 8s 
A uerbach 1985) with findings ab o u t c lien t variables to exam ine the  
in teraction  betw een them . Furtherm ore, considering the  im portance of 
dem onstrable u n d ers tan d in g  of the ir alcohol problem  for som e of the  
partic ipan ts , it would seem  to be of p ractical value to explore the  ways 
in w hich th e rap is ts  can  improve the ir ability to com m unicate th e ir 
appreciation of the  problem  to the  client.
There appear to be num erous im plications of th is  s tudy  for 
therapeu tic  practice. These findings suggest th a t trea tm en t for alcohol 
problem s should  no t focus solely on abstinence , b u t on o ther a sp ec ts  
of the  client’s recoveiy, such  as  build ing a  life away from alcohol or 
overcoming the  em otional problem s th a t  lead them  to drink. It also 
appears th a t c lien ts’ needs vaiy  in  te rm s of the  qualities desired  in  a  
th e rap is t and  the  n a tu re  of trea tm en t deliveiy. This m ay add  to the  
‘m atch ing’ lite ra tu re  (e.g. Project MATCH, 1998). It m ay be of value to 
develop an  addendum  to a  com prehensive assessm en t, w hich could 
identify the types of beliefs and  needs th a t would provide the  
p rac titioner w ith a  greater basis for form ulating the  problem  and  
facilitate a  m ore inform ed decision ab o u t the  type of trea tm en t th a t  
should  be offered.
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P artic ipan ts in  th is  study  also indicated  - am ongst the  elem ents of 
therapy  th a t they  found helpful - th a t  long-term  follow-up and  ongoing 
suppo rt w as favoured and  in some cases felt to be essential. However, 
there  is growing evidence for and  an  ongoing trend  tow ards brief 
trea tm en ts  for alcohol problem s (Hodgson, 1999). However, these  brief 
in terventions are  only found to be successfu l w hen provided a t the  
appropriate  tim e and  th en  there  is little research  into long-term  
outcom es. W hilst there  is a  need to balance cost w ith subjective 
satisfaction c lien ts’ reports in th is  study  suggest th a t ongoing su p p o rt 
is essential.
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Appendix 1
University of Surrey
Department of Psychology 
Research into people^s beliefs about their alcohol problem.
Request for volunteers
There has been a lot of research into theories about alcohol problems, but very little 
about how people with these problems make sense of them. Research does show 
that people's beliefs about their problems have an effect on the outcome of 
therapeutic interventions. Therefore, it may be that people's beliefs about their 
alcohol problem may affect their experience of therapeutic interventions.
What is this research about?
As part of her doctoral research at the University of Surrey, Helena Laughton is 
undertaking research, looking at the way in which people with alcohol problems have 
made sense of their difficulties and how they have experienced therapeutic 
interventions. It is hoped that this research will enable therapeutic interventions to 
be matched with client beliefs with the aim of achieving greater therapeutic success.
Who can take part?
Helena is eager to hear from people with alcohol problems who are presently 
receiving some form of treatment. If you meet these criteria or if you know anybody 
who does and who might be interested in taking part, Helena would be delighted to 
discuss the research further with you.
What does taking part invoive?
Taking part in this research will require you to take part in an interview about your 
beliefs about your alcohol problem and your experiences of therapeutic 
interventions. The interview will last about one hour. The research is completely 
confidential: no Individual w ill be Identifiable In the research report. All participants 
will receive a copy of the research report when it is completed in August/September.
How do I  voiunteer?
To find out more about the research or to volunteer to take part, please contact 
Helena or her supervisor (Adrian Coyle) at the addresses/phone numbers below
Helena Laughton (Trainee Counselling Psychologist)
Dept of Psychology, School of Human Sciences, University of Surrey, Guildford, GU2 
7XH. Tel: 01483 879176 (secretary) Leave a message and I  w ill call you right back. 
E-mail: Psm4hl@surrey.ac.uk
Dr. Adrian Coyle (Research Supervisor and Course Director)
Dept of Psychology, School of Human Sciences, University of Surrey, Guildford, GU2 
7XH. Tel: 01483 876896 (office hours). E-mail: A.Coyle@surrey.ac.uk
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Appendix 2
In terv iew  sch ed u le
Greet the participant and ask them to read and sign the consent form. Read and sign the 
section at the bottom of the consent form. Whilst putting this aside, give the participant the 
generaiinformation sheet and prepare for the interview.
‘As you know this is a study about people’s beliefs about their alcohol problem and how  
these affect their experiences and expectations of therapeutic interventions. To start with, I 
have been using the term ‘alcohol problem’, but I wonder if there is a different term that you 
would feel more comfortable with me using during the interview? (negotiate terminology and 
replace the term in brackets in questions below).
This interview should last about an hour. I have a few questions prepared, but I would like 
you to feel free to elaborate and to tell me anything that you feel is important. Do you feel 
ready to begin?
(prompts marked by ‘ -  ‘ underneath the question). Additional prompts to be used
throughout e.g. ‘could you tell me some more about that’; and context relevant prompts 
e.g. ‘you said that your [alcohol problem] would not be a problem if other people 
changed their attitudes towards you. Could you tell me the sort of attitudes you come 
across and how you’d like them to change?’
Questions about attribution of alcohol problem (freedom)
-  particular attributions and how they are regarded by the client (no assum ptions as to 
what is better or more adaptive)
-  lay beliefs about causal and maintaining factors
1) Can you tell me a brief history of your [alcohol problem] from when you feel it started to 
when you first started treatment?
2) There are a number of theories about the causes and nature of [alcohol problems]. I 
wonder what do you think caused it?
3) What sort of things can trigger off or worsen your [alcohol problem]?
- Can you give me some examples of where that happened?
4) What sort of things do you find helpful in managing your [alcohol problem]?
- Can you give me some examples?
5) What would need to change in your life for your [alcohol problem] to no longer be a 
problem for you?
Questions about free behaviours and reactance as personal experiences.
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6) How much do you feel that you are in control of your drinking behaviour?
7) Do you think that any encouragement that you have received, from professionals or 
friends and family, to modify your drinking behaviour has been helpful?
(If so) What has been particularly helpful?
- (If not) What was unhelpful? What was your reaction to it?
Questions about experiences and expectancies of therapeutic interventions.
8) Could you tell me about your experience of the first time you sought treatment?
9) Could you tell me about any other forms of treatment you have participated in?
10) Do you feel your [alcohol problem] has changed since beginning treatment?
-In  what ways?
11) What elements of your treatment(s) have you found helpful and unhelpful with your 
[alcohol problem]?
12) Are you aware of how your therapist/support group perceives your alcohol problem? 
-How does this fit with your beliefs about your alcohol problem?
13) Do you feel that the m atch/  mismatch between your therapist(s) /  support group(s) 
perception and your perception has had an affect on your experience of treatment?
14) What are your feelings about the future in relation to your [alcohol problem]?
Thank you very m uch for taking part in this research. How are you feeling? (When are they 
next attending an appointment with therapist/ support group). Would you like me to send  
you a copy of the final research report in August/Septem ber time? (If so, get address).
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1 Appendix 3
2
3
4 Interview transcript
i
7 Greet the participant and ask them to read and sign the consent form. Read and sign
8 the section at the bottom of the consent form. Whilst putting this aside, give the
9 participant the general information sheet and prepare for the interview.
10
11 A s you know this is a study about people’s beliefs about their alcohol problem and
12 how these affect their experiences and expectations of therapeutic interventions. To
13 start with, I have been using the term ‘alcohol problem’, but I wonder if there is a
14 different term that you would feel more comfortable unth me using during the
15 interview? (negotiate terminology and replace the term in brackets in questions below).
16
1 7  I am an alcoholic, I suffer from a widely known disease of alcoholism. Whatever
18  terms you would like to use are fine, but I am an alcoholic.
19
2 0  This interview should last about an hour. I have a few  questions prepared, but I would
21 like you to feel free to elaborate and to tell me anything that you feel is important. Do
22  you feel ready to begin?
23
2 4  (prompts marked by ‘ -  ‘ underneath the question). Additional prompts to be used
2 5  throughout e.g. ‘could you tell me some more about that’; and context relevant prompts
2 6  e.g. ‘you said that your [alcohol problem] would not be a problem if other people
2 7  changed their attitudes towards you. Could you tell me the sort of attitudes you come
2 8  across and how you’d like them to change?’
29
3 0  XXX = poor sound quality, unable to transcribe
3 1  *** = Name
32
3 3  1) Can you tell me a brief history of your [alcohol problem] from when you feel it
3 4  started to when you first started treatment?
3 5
3 6  Started age 11 consciously, although I have since been told that I was introduced to
3 7  alcohol at the age of eighteen months. I have been told a story of me crawling round
3 8  at a party emptying everybody’s glasses, I assume that was a childish prank, I don’t
3 9  really know. I know that xxx. At age 11 I found some cider in the shed and have been
4 0  drinking from then on, whenever possible. There h asn ’t been more than a gap of
4 1  about 2 m onths from drinking since age 11. Literally xxx I actually xxx That takes
4 2  me up to about 15 Vi, 16, when I was determined to leave home because I had a very
4 3  difficult home life. I was moved out into board lodgings before I was 16. I ended up
4 4  with a very good land lady, I actually got myself a job, went down to the social
4 5  services, because I didn’t want my then  parents to tiy  and get me back home. And
4 6  they where quite happy with my environment and job and I actually left school and
4 7  started work before I was officially was allowed to. I was working as a petrol pump
4 8  attendant and I earned literally just enough money to pay my rent, which included
4 9  food and I used to going to a pub every Friday night at the age of 16 and I had
5 0  enough to drink 2 or 3 drinks. Looking back at m yself at that age at even at 16, had
5 1  I had access to unlimited money, I believe I would have been drunk 24 hours a day
52  at that stage, tha t’s what I believe. I met up with a woman who was the landlord’s
53  daughter at the pub and by the age of 17 Vi\ had actually moved in with her and her
5 4  parents and we started to run pubs. I was very ... and I believe this not only of
55  myself, but for alcoholics in general, that alcoholics are extremely good
5 6  manipulators, liars, and controllers. They are very, very good at this. I didn’t know
5 7  that at the time, because it had become a way of life. I you see a car crash, it’d be 50
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58  cars. If I eut my finger, I'd cut my hand off. It’s the same, if I’d got a headache. I’d got
59  a brain tumour. I’d exaggerate anything and everything. But I didn’t know that’s
60  what I was doing. Everything thing was an exaggeration. At the age of 17 %, I had
6 1  managed to get a licence to run my own pub. Which for me shows the controlling
62  and manipulation because you have to go through a police check and you have to
63  stand up in court to declare you’re not a bankrupt or a sea captain all these sort of
64  things to get the pub licence. And there I was at 17 V2  not even old enough to drink
65  in a pub and I was running one. I ran pubs with, I got married to the lady, veiy nice
6 6  girl we had no children and I’m very grateful for that because what happened to me
6 7  over the next few years was horrendous. We ran pubs for a few years, we did it on
6 8  relief management style where we’d go and run peoples pubs while they went on
69  holiday or the pub was in-between managers. I didn’t know at the time, but looking
7 0  back, it’s always easy to look back in hindsight, but working in a pub and running a
7 1  pub I had no common sense of the morning drinking, the evening drink, having a
7 2  drink before breakfast or whatever. Running a pub is a 24-hour business, so I drank
7 3  24 hours literally whenever I had the ability or control to do it. I also trained m yself
7 4  to drink to a limit so I could only let m yself go over the top when I knew it was safe
75  i.e. go unconscious. I knew when I was 18, 18 % xxx I started having blackouts,
7 6  blackouts are where someone might say ‘oh you were a great laugh down the pub
7 7  last night' and I wouldn’t even remember going to the pub. (xxx *alcohol poisoning
7 8 * Railways *drinking getting worse *drinking when ordering *Trying to cover up my
79  drinking *early 8 0 ’s bought a house, first time lived together on our own - it didn’t
8 0  work *82/83 lost the house and wife moved out (married too young. Moved to a bed-
8 1  sit -  no wife to control my drinking, so it ju st got worse. 8 5 /8 6  Blackouts lasting 2 /3
82  days: sweats shakes diarrhoea, dry heaves. Tiy to control drinking. Drink at home -
83  making alcohol -  cheaper. Couldn’t see it then, but it was just a new from of denial.
84  While I was still married and still with the wife I picked up a long-term girlfriend,
85  though I was still seeing lots of other women. This is something I see with myself,
8 6  relationships as a problem for me. Yes a problem, especially where the women were
87  concerned. It was almost a using abusing sort of thing I’m really not too sure where
8 8  that came from and why. I picked up this long term girlfriend and by the time I
89  moved to *** in 88 it was round about the tail end of 88 where I hadn’t contacted her
9 0  for 2 or 3 days because I’d gone on yet another one of my binges. I hadn’t done a
9 1  proper cover up which is what I used to do. And at that stage it was, as far as she
92  was concerned, it was over between u s so that was the first time being a good dutiful
9 3  little alcoholic I started to paper over the cracks and what I said to her was I think
9 4  I’ve got a drink problem. She said 'yes I know'. I said 'you can’t leave me in this sort
9 5  of state'. The controlling the manipulating the puppy eyes, little lost boy look -  we all
9 6  have it all alcoholics know how to xxx So she came up to see me and that particular
9 7  evening she suggested I went to Alcoholics Anonymous. I w asn’t really prepared to
9 8  have that. She called the doctor out the doctor couldn’t do a great deal. Then I did
99  make the phone call to Alcoholics Anonymous. The only way I could keep the
100  girlfriend was if I went to Alcoholics Anonymous. So that was really the only reason I
1 0 1  went was fear of losing her. A couple of people from AA came to see me, took me to a
102  meeting and I literally went to 3 or 4 m eetings over 3 or 4 m onth’s 8 8 /8 9 . I then told
103  her all about it, what it actually isn ’t I told her it was all god fearing all the rest of it
104  what I told her was not actually true. She agreed with me to stop going and then for
105  the next few years my drinking went underground to a certain extent, like I tried not
106  to let her know I was still drinking. I would do things like I would buy a bottle of
107  Bacardi or whatever booze it was, stick it in the cupboard, have a drink and put it
108  back into the cupboard. I lived alone then, I live alone now the only person I was
109  hiding it from was me. I didn’t know that. My drinking got an awful lot worse, I was
110  starting to lose a lot of time at work. The illnesses: the sweats the shakes the vomit,
1 1 1  the blood was getting worse and on a regular basis. Because I’d made a move from
112  *** to here I’d come in to quite a bit of money, moving up to this flat, which was paid
1 1 3  as displacement(?) And I used all of that. Sometimes I was drinking at that stage
1 1 4  anything up to 5 bottles of spirits a day. Quantity as I found out it doesn’t make any
1 1 5  odd because as my illness progressed when I would actually wake up one can of beer
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1 1 6  would put me out for a day and another day I would get up and it would take 4 or 5
117  bottles of spirits. It ju st it had no cycle what so ever. So I still had the girlfriend at
1 1 8  the time and a that particular stage she was realising she had xxx I was drinking
1 1 9  and I would phone her up she would say you’ve been drinking and I would swear I
120  haven’t whereas in actual reality I had. Then one day she said 'I can always tell when
121  you’ve been drinking'. So what I used to do was pour myself a drink I remember once
1 2 2  I poured myself a drink, phoned her up to have a chat with her and she said there’s
123  no point in you talking to me you’re just about to drink. I said what are you talking
124 about. She said you’re just about to drink I can hear it, ring me back when you’re
1 2 5  finished, and put the phone down. Well I’m standing there with a glass in my hand
1 2 6  wondering how she knew. I’ve since learned what that is, it’s the excitement in the
1 2 7  voice, you know you’re going to drink, excitement builds up and obviously she got to
128 know me very well -  picked that up. Got to know me personally enough to know
1 2 9  that’s the sort of thing. Round about the early 9 0 ’s I suppose, 8 9 /9 0  I was losing a
130 massive amount of time at work I was needing to use the doctor to get medical
131 , certificates to say anything other than what it was. I remember I went down to see
1 3 2  the Doctor one day and I Said I think I’ve got an alcohol problem, and this was a
133 different doctor to the who saw me in 88, and he ju s t said to me '*** I know you’re an
134  alcoholic, with all the ailments you’ve been coming to me for years it’s  obvious'. He
1 3 5  then put me in touch with a psychiatrist, psychologist called Dr. *** from the ***
136  substance m isuse unit. There they put me in touch with a CPN and I saw a CRN for
1 3 7  a while. But I was really under this Dr. *** and I saw her on a regular basis. It was
138 then suggested that I went to an alcohol support group tha t’s part of substance
1 3 9  m isuse at the xxx. (xxx *breathalyser, so stopped drinking on the day before to pass
1 4 0  the test and would go straight over the road to the off licence and drink on the way
141  home. By 9 1 , 1 was in a veiy bad state physically and mentally. Didn’t work for 2-3
1 4 2  m onths at a time. * constant drinking * ls t  detox at *** hospital I was in for 3 weeks.)
143  By this time I had also tried things such as drug both legal and illicit. By drugs of
144 legal I mean sort of things that doctors and psychiatrists give to you (lists them) (xxx
1 4 5  *ambulance \ve’re going to lose him ’.) Two days after I was in hospital, they released
1 4 6  me and I literally ran out of the hospital across the road to the pub opposite and had
. 1 4 7  a drink. So even knowing that two days earlier I’d heard that I could die. It still
148  didn’t stop me drinking, it w asn’t strong enough. Death was not strong enough now
1 4 9  to actually stop me or even consider stopping drinking. But I still wouldn’t have fully
150  admitted that I had an alcohol problem even then. Even at that stage. Anyway so as I
151  say 83, oh so n y  93ish  Dr. *** came to see me and suggested I tiy  a clinic, a detox
1 5 2  clinic stoke rehab unit. This one was based in ***, there are quite a few round the
153  country as I understand it. And I went down to, I agreed to go down then. It took a
154 few weeks for it to set up and in-between her seeing me and whatever I was trying
1 5 5  keep the drinking under control, but I was losing. It was a losing battle. And then it
1 5 6  would have been somewhere about end July of 93, I got a phone call saying I could
1 5 7  come down today and literally I went. Within an hour I’d left here, packed my stuff
158  and gone. It was originally for a 3-month detox unit. Part of it is ***, it’s a catholic
1 5 9  unit, not that I’m a catholic, but they take in, they’re supposed to take in hom eless
160  people, but she managed to wangle me in. I went down there for 3 m onths and I
161 ended up staying there 5 Vi months. And I left there literally beginning of January
1 6 2  94. That 5 Vi m onths I was in that unit was the longest time I know I was away from
163  alcohol from the age of 11 up till then, which would have been 22 years, 23 years
164  whatever. That 5 Vi month I knew I was definitely off. The unit did several things for
1 6 5  me, 1, it got the alcohol out of my system  2, it reintroduced me back into AA. They
166  had a very strong rule, you could only stay provided you went to AA, Alcoholics
1 6 7  Anonymous meetings. They also said that because you are in there for 3 m onths,
168  you had to do 90 meetings within that 3 m onths. That was their house rule. They
1 6 9  also had group meetings, they taught you about steps tried to teach you about
170  yourself. They also suggested that you got a sponsor in Alcoholics Anonymous,
1 7 1  somebody to help you through. And that was part of their rules. Looking back on it
1 7 2  there were for me 2 problems. First of all I still hadn’t actually accepted I was an
173  alcoholic. I suppose at that stage I had accepted I had a drink problem, but not that
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174 I was an alcoholic. They second thing that was a problem with the house was that
175  there were only 7 at any one time in the house. When you went in on your first day
176 you were the new boy, but after a couple of weeks or so you became the longest
177  person around. That is not a good situation for an alcoholic to be in, because and
178  alcoholic at the end of 2 or 3 weeks is now kingpin of the house and everybody else is
179  below him. We’re grandiose, we’re very grandiose people. And being grandiose, you
180 become kingpin and you stop working on yourself, you try and help others, it’s ju st
181 something else, it’s another trait of AA’s. We always want to help somebody else.
182  We’re very kind, we’re very generous, w e’re very loving, we’re very giving. When w e’re
183  sober, but not when we’re drunk, we’re evil sons of bitches when w e’re drunk. But
184  when w e’re sober you can’t find anybody more pleasant to be around. So therefore
185  you’re always trying to help fix other people. That’s a trait that we have, if we’re
186  trying to fix you, we haven’t got to look at ourselves. All the time w e’re fixing you we
187  feel better. And it’s the same old thing with all alcoholics. So I left there beginning of
188  94 end of 9 3 . 1 had 10 days out of that unit where I didn’t drink, and I ended up
189  after the end of 10 days with an emotional problem, which I suppose is the first time
190  I could actually admit there where any sort of emotions running through my body.
191 And the emotional problem was very simple, not that I saw that at the time, purely
192 and simply, my girlfriend, long term girlfriend couldn’t see me that night. So I knew
193 putting it down to very simple language, I couldn’t get my leg over. That was enough,
194 that was enough, at 7.21 on a Saturday night and I know the times because it was
195 burned into my mind, there was a clock on the wall. 7.21 I left this flat I walked
196  down the road to a local off licence I bought a bottle of Bacardi and I came home. I
197  drank half of that bottle of Bacardi in one hit. And at that time is was 7.40. 5 1 / 2
198  m onths off the booze I looked at this bottle, half of it had gone and my head went
199  into overdrive -  tomorrow’s Sunday, off licence doesn’t open till midday, half a bottle
2 0 0  of Bacardi, two don’t add up, I better go and get some more. It had taken me 19
201  m inutes to get back exactly where I was 5 Vi m onths earlier. In the next few hours I
2 0 2  surpassed that. All I, all how I’d been in the middle of 1993, I crossed the line m uch,
2 0 3  m uch further. The next 2 Vi m onths I can only describe as absolute sheer hell. I
2 0 4  could not at all stop drinking, where as before I had drunk for a month, two months,
2 0 5  sometimes 10 days whatever. I would go through a self-detox where I would vomit for
2 0 6  48 hours drink water and vomit, drink water and vomit and it would be like that for
2 0 7  48 hours I could not stop. I could do a form of detox and stop before, this time there
2 0 8  was no stopping whatsoever. They took me to hospital and I legged it out of hospital,
2 0 9  I would run, I would crawl. They sent the police out to cart me back and the police
2 1 0  . have been very, very good, the local *** police are very good. They actually locked me
211  up in the police cells for 4 days to try and detox me. They’re not actually legally
2 1 2  allowed to do that because they haven’t actually got any charges against me. But the
2 1 3  police were actually trying to help me and they locked me in a police cell for 4 days.
2 1 4  They were good. IVe got no beef with them xxx At the end of this I was carted into
2 1 5  hospital yet again except this time I had a green light. I was having injections
2 1 6  directly into the heart, so I know xxx. I came to in a ward in *** hospital. And to
2 1 7  some night, I reviewed my life, where I’d got to. And I reviewed xxx the only way I
2 1 8  think of to stop drinking was to kill myself. Unscrewed the drip tubes and went
2 1 9  home. They rang up -  you need the bed for a deserving person, will come in
2 2 0  tomorrow to take out the intravenous tings. Drank all the booze in the house, all the
221  tablets. I had no intention of seeing Monday. Some people talk about a cry for help,
2 2 2  but I honestly believe this wasn't it. There was no one that knew I was at home. As
2 2 3  far as everyone was concerned I was in hospital and as far as hospital concerned I
2 2 4  was fine. It was the milkman that found me. I’d tried to undo the view things, but I’d
2 2 5  screwed them in too tight and I was trying to undo them when I was half conscious
2 2 6  and had bled all over the floor. The milkman had somehow known there was
2 2 7  someone home and had called the police. Dr. *** was called and she was talking
2 2 8  about sectioning me, but instead she said ‘no, release him immediately’. Went into
2 2 9  another drink detox cycle and then it was a Friday and I was going through another
2 3 0  withdrawal. I was reaching and bringing up blood etc. I had money, but somehow I
231  knew it was over. Some people talk about rock bottom and that might have been
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2 3 2  this. I knew it was over and I knew I needed help, I couldn’t do it on my own. There
2 3 3  was something about the feeling it was like a xxx, it wasn’t the DT’s I’ve had all that,
2 3 4  things crawling out the walls... I went round to a friend’s house and talked to him
2 3 5  through the.letterbox for 4 hours. The next day I got a phone call from him saying
2 3 6  what were you doing round at my place I said talking to you and he said I only just
2 3 7  got back today. That weekend something happened. I managed to pull my self up -
2 3 8  had a bath Tuesday. Hadn’t eaten. Went to first proper AA meeting in *** on April 3^ ^
23 9  1999. I felt dead. There was ice on the ground outside, but I was sweating buckets.
2 4 0  For the first 6 m onths. If people would ask me how I was I would say I ’m alive what
2 4 1 the fuck more to you want’. I was just going through the mechanics. I went to
2 4 2  meetings every day, up to 4 a day and phoned people. My phone bill went up from
2 4 3  £30 a quarter to £ 3 0 0 / £400 per quarter. I was always talking to people, I still at
2 4 4  that stage was occasionally seeing Dr. ***, although she very quickly let go. I saw my
2 4 5  own GP eveiy 6 months for the first 18 m onths to begin with. He had a big beef on
2 4 6  smoking, he always did have a big beef on smoking, and his last comment to me
2 4 7  was, before he retired, poor old bugger’s now gone and died unfortunately. But the
2 4 8  last comment to me was '***, smoke yourself to death, just don’t cross back over to
2 4 9  alcohol. You know he was a dead anti smoker b u t .. which was helpful in my early
2 5 0  days. For the first two years of my recovery I had a bigger problem accepting that I
251  had tried to kill myself that accepting that I was an alcoholic. Had a bigger problem
2 5 2  with that. It w asn’t until one day, somebody said something to me and it was very,
2 5 3  very simple, he just said '***, you were trying to kill the moment not the m an’. And
2 5 4  for some reason that day it made sense. For some reason. I’ve been very involved in
2 5 5  service with Alcoholics Anonymous, through the sponsor and then slowly worked the
2 5 6  programme of Alcoholics Anonymous the 12 steps, the 12 traditions. But it’s, that’s
2 5 7  basically it. I’m trying to live my life one day at a time and toady’s what the second,
2 5 8  in 21 day’s time if God spare’s me, I have a God of my understanding, not that I’m
2 5 9  not religious in any particular way shape or from, in 21 days time I shall be 7 years
2 6 0  sober. And that’s how it’s gone, for me I have a god and that’s part of AA and for me
261  it’s, I have not idea what my God is. I knew all about religion because when I was 7
2 6 2  or 8 years old I wanted to be a vicar, I was very strongly in to the church. For my 7^
2 6 3  birthday I asked for a bible as a Christmas present. When I was 16 years old I
2 6 4  wanted to be a soldier. Now I see that as me. I’m either way upstairs or down the
2 6 5  bottom, I swing from one emotion to the other. So I either want to save people or kill
2 6 6  'em. Very simple. I’ll either save you, or if you don’t want saving. I’ll kill you. As an
2 6 7  alcoholic I’ve got to try and find that middle road. So I know about religion. I pick up
2 6 8  a... I describe it as, I do a lot of service in prisons and I describe it to the prisoners
2 6 9  that I have a car outside, if I go outside on my own, I cannot turn my car over stand,
2 7 0  I can’t do it. If beside it I can’t turn it over. But if there’s 15 of u s in the room, we
2 7 1 could go out and turn it over easily. So that’s my higher power, that’s my God, My
2 7 2  God is everybody. Because together w e’re stronger and that’s how I see my God. I
2 7 3  also understand that I suffer from threefold illness: mental, physical spiritual. The
2 7 4  mental illness is my head telling me I don’t suffer from it. My head tells me it’s all
2 7 5  right to have one drink. I have a physical allergy to alcohol that when I’ve had one
2 7 6  drop of alcohol inside my body I m ust have the second the third the fourth and I wül
2 7 7  kill to get it and I have experience of that when someone tried to stop me drinking, it
2 7 8  was a member of AA in my very early days he came to my flat and tried to stop me
2 7 9  drinking. He stood by that door and I went out to buy some booze and he w asn’t
2 8 0  going to let me and he saw me looking at the kitchen knife. I know and he knows,
2 8 1 w e’re very good friends today, he knows if he hadn’t moved out of the way. I’d have
2 8 2  stabbed him. I know the feeling of trying to kill somebody. That’s my physical,
2 8 3  mental and physical. Spiritual is not how some people think of spirituality,
2 8 4  spirituality is many, many things. Spirituality is a different way of thinking, a
2 8 5  different attitude and a different way of doing things. So providing. I’ve got to change
2 8 6  everything about me, so if I don’t polish my shoes ever, I try and polish them every
2 8 7  day. If I don’t go to work every day, I try to do so. I f somebody asks me for help and I
2 8 8  used to say no, then I say yes. I have to change, whatever I used to think if I do
2 8 9  100%, sorry 180 degrees if I turn around completely opposite. I’m probably nearer to
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2 9 0  what I should be doing the way I’m thinking. The best my thinking ever got me was
291 into Alcoholics Anonymous. So tha t’s how good my head is, so it’s better to do the
2 9 2  opposite. If that makes sense.
293
2 9 4  There’s a lot of different treatments that you went to as well...I
2 9 5
2 9 6  I tried, the things I tried was doctors, I tried psychiatrists, psychologist, I tried CPN,
2 9 7  hospital treatments, I also had medical detox’s as well at a treatment centre, stroke
2 9 8  rehab. I also tried Drugs, both legal and illicit, because I tried smoking puff and all
2 9 9  the rest of it. I tried other things to make me feel better which I can now see, I tried
3 0 0  holidays, I tried women, I tried cars, I tried food, I tried hobbies i.e. fishing. I tried all
301  of them, they’re not medical things, they were all things to stop me drinking.
3 0 2
3 0 3
3 0 4  . 2) There are a number of theories about the causes and nature of [alcohol
3 0 5  problems]. I wonder what do you think caused it?
3 0 6
3 0 7  I spent some time, trying to find out why I was an alcoholic. For me I’ve looked at
3 0 8  various theories about drinking myself into becoming an alcoholic. Being bom  an
3 0 9  alcoholic. Whether by childhood and things in my background have made me drink?
3 1 0  Um... I wasn’t sexually abused in some particular ways you could say that I was... I
311  wasn’t physically abused as such. I could have been mentally abused by looking at it
3 1 2  in a warped sense of way. I didn’t have a normal family. From the age that I can
3 1 3  remember so 4 /5  years old something like that up to the time I left home I had
3 1 4  moved 33 times and been to 27 different schools. My mother was a  Cordon Bleu cook
3 1 5  and she used to work for the private sector um I never got on with my mother, I still
3 1 6  don’t. Um, my brother and my sister have xxx particular stories when I left home at
3 1 7  about 15 Vi, 16 I lost contact eventually with all of my family and it wasn’t until
3 1 8  about 3 Vi years ago that I actually ended up re-contacting my mother, my brother
3 1 9  and my sister. And I’ve ended up with 7 nieces and nephews ranging from 21 downs
3 2 0  to 6 which I didn’t even know existed until about 3 Vi years ago. I don’t get on with
321  my mother I’ve not spoken to her now for nearly 2 years. I carried out. In the
3 2 2  programme of Alcoholics Anonymous we make amends to the persons we’ve harmed
3 2 3  and we apologise for our part. I did that with my mother, my mother’s very aloof so
3 2 4  part of my I suppose possibility when I looked at why I drank could have been I
3 2 5  didn’t have a veiy good background, had a veiy cold background -  there was no
3 2 6  hugs, there was no love, none of that. I was the eldest, I had to look after eveiybody.
3 2 7  But certainly where my brother and sister are concerned I’ve spoken to them and
3 2 8  they also have a problem with my mother. But neither of them two are alcoholics. My
3 2 9  sister’s got three daughters, my brother’s got 3 daughters and one boy. My sister and
3 3 0  I don’t get on veiy well we have spoken about it, she’s veiy angry with me she’s very
331  angry with me and can’t get her anger out. Um, and with her if you like, where mine
3 3 2  came out in alcoholism, hers come out with -  she’s got three daughters, but all by
3 3 3  different blokes. And she’s on her own again now, so she has to difficulty forming
3 3 4  relationships. That’s what I said to you to begin with, I was wondering whether
3 3 5  forming relationships is a problem. My brother is veiy, was veiy, veiy angry with me
3 3 6  after I contacted him. Because he’s a lot younger than I am, he’s about 8, 9 years
3 3 7  younger than me. And he was angry that I had left him, big brother had left him.
3 3 8  And he ended up at 14, once my sister had left school, he ended up moved away
3 3 9  from mum and actually moving in with his sister. He was brought up in the last xxx
3 4 0  years by his sister. Um so he was angry with me but now we have a really strong
341  relationship my brother and I and also his kids xxx and his wife is a diamond
3 4 2  actually. Um, my ff, my stepfather, um was killed or died summer 78/ 79 something
3 4 3  like that. Never got on with him at all. I found out that he was my stepfather when I
3 4 4  was about 11, which happens to coincide with when I drank. Do I blame that or not?
3 4 5  I don’t know. Um yes, at that stage as I say I found out he was my stepfather and
3 4 6  where I’d actually come from and I spoke to my Nan about it. And when I confronted
3 4 7  my mother and my so-called father they both denied it and they denied it for years.
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3 4 8  So I never bothered arguing with them I knew what the truth was. Um I’ve actually
3 4 9  met my real father although he’s not met me. I found him in 76, he was remarried,
3 5 0  he’d got a couple of children, and this was ju st when they were discussing -  you’re
351  far too young to remember this -  they were ju st discussing whether adopted children
3 5 2  could have access to papers to see who their real parents were. This was the big
3 5 3  discussion around 76, 77, 78 xxx. Um so I was actually looking for my father at that
3 5 4  particular stage and found him, he lived in xxx. I actually met him, but I never
3 5 5  introduced myself to him as who, that actually I’m your son. Because listening to all
3 5 6  those programmes, I listened to everybody’s argument and I took the view then that
3 5 7  I’m here there’s no point in disrupting his life and that was it. And I’ve never had a
3 5 8  whim or anything to go back and find him. So that’s how, that’s on that particular
3 5 9  side of things. So I had a very disrupted upbringing. Not really a great deal of love m
3 6 0  it. Did that make me an alcoholic? I spent a couple of years looking at that and at
361  the end of spending a couple of years looking at it, writing it down, examining it and
3 6 2  basically buggering my own head up, the end degree came from a bloke who was 40
3 6 3  odd years sober when I was talking to him about it. And he said '***, what are you
3 6 4  today?’ and I said I ’m an alcoholic’ and he said '***, all you’ve got to get through to is
3 6 5  today without picking up a drink’. Tomorrow is a mystery, yesterday is h istoiy, we
3 6 6  live in today. What happened makes no odds, it will not stop you becoming an
3 6 7  alcoholic it will not allow you to drink again. Have I accepted that, I have to admit,
3 6 8  yes with every single, there is no reserve left in me that I can drink. Because if there
3 6 9  is I’ll die, very simple. Not because one pint of bitter will kill me, because I don’t I
3 7 0  don’t think it would after 7 years of recovery, I think I could go out and have a drink
371  without a problem. But within 2 or 3 days I’d be back to bottles and so on and so
3 7 2  forth. I am, I reckon I would actually kill myself. So if I picked up a drink I know I
3 7 3  would die. And this particular chap said ‘if you’ve accepted you’re an alcoholic what’s
3 7 4  the point in finding out why you are, ju st do something about it’. That’s all you’ve got
3 7 5  to do. So it’s a long winded way of answering your question, that I do not know
3 7 6  whether I was bom  with it, whether my background brought me up to it, because my
3 7 7  bother and sister came from the same background and they’re not alcoholics. But
3 7 8  they have behaviour problems, which may have come out in different ways. Did I
3 7 9  drink myself into an alcoholic? I don’t know, I know I crossed a line somewhere.
3 8 0  Somewhere during my drinking time I crossed a line that there is no return, I cannot
381  go back. It’s like we say you know, it’s like a man who has lost his legs you cannot
3 8 2  grow new ones. So I’ve crossed that line somewhere. From the age of 11 up to 93...
3 8 3  94 up to then I crossed a line, an invisible line, which I drank m yself over or lived
3 8 4  over or whatever. There is no going back. So for me there is not point in knowing
3 8 5  why I’m an alcoholic. But I had to do this step 4 and step 5 of our programme, we do
3 8 6  a full inventory of ourselves we look at ourselves and every aspect of ourselves to see
3 8 7  whether or not there is a particular problem that might be lurking in the background
3 8 8  that you might end up drinking again. And using that to drink again. Some of the
3 8 9  things that I had difficulty with which I went through with my sponsor, was I (xxx
3 9 0  separate list of all the ladies) was the big thing for me and I had a major, major list.
391  And ju st to give to an idea of the things that caused me a problem. Because running
3 9 2  the pubs, I was running one and there was a lady who was a cleaner. And um , she
3 9 3  wanted a little more work because her husband was off of work and she had kids to
3 9 4  feed and the rest of it. And this is gonna sound wicked, but this is what happened,
3 9 5  this is what happened. You know I just said to her I said “you really want to keep
3 9 6  your job’ Yes I’ve got to keep this, there’s no other jobs around bla bla bla bla, ‘I said,
3 9 7  fine suck this [he gestures to his crotch]. And that’s what I used to do in the
3 9 8  morning, I used to come in ‘ you want to keep your job today, come here’ [gestures
3 9 9  again]. And that’s how I treated women xxx and this was something that I had to
4 0 0  work through. And my sponsor was very good. He was a man of over 20 years in the
401  fellowship who died of cancer xxx. He suggested I actually got an extra person as a
4 0 2  sponsor and he suggested a women and he said ‘I suggest you tell them’. That’s what
4 0 3  I did, and this particular woman is my sponsor today, sh e’s comes from ***. She’s
4 0 4  over 30 years in the fellowship. She’s a very, very tough *** woman and uh  she has
4 0 5  helped me to see from other people’s point of view and helped me look at things for
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4 0 6  instance my family, did I drink because of the way my step father treated me? Did I
4 0 7  drink because my mother lied to me about my stepfather? And she twisted it, she
4 0 8  would turn around and say ‘did he put you out in the street?’ ‘No’, he w asn’t, I
4 0 9  w asn’t his son so that’s correct. She said ‘how many times did you go hungry?’ ‘I
4 1 0  never did.’ ‘How many time’s did he lock you up under the stairs? How many times
4 1 1  did he beat with a whip?’ ‘Never, he never did any of that.’ ‘How many tim es did he
4 1 2  take you in the bedroom and physically abuse you?’ ‘He never did any of that’. She
4 1 3  said ‘so this bloke who you think absolutely hated your guts, fed you, clothed you,
4 1 4  put a roof over your head, married your mum, had two kids and you actually left’.
4 1 5  She said ‘maybe your thinking is not quite as straight as you think it is’. I can only
4 1 6  relate how I remember it. But there is a different twist, I was there up to the age of
4 1 7  15 % he never kicked me out, he fed me clothed me, put a roof over my head. It
4 1 8  might have been a warped, dysfunctional family as the common politically correct
4 1 9  language goes, but he could have kicked me out. So was that background the cause
4 2 0  of my drinking. At the end of it I honestly don’t know. Today I do something about it.
4 2 1  Because there’s no one issue I could then turn around and take all of those issues,
4 2 2  but if I thought about all of those issues every day I would end up buggering my
4 2 3  head. So there’s no point. Some people I know have had a lot of experience working
4 2 4  . with other alcoholics, they were raped, or my own sponsor before he died, he was
4 2 5  buggered when he was, he was brought up in a children’s home and buggered
4 2 6  regularly by the teachers, all that sort of stuff. Now you see he focussed on that for
4 2 7  years and he said ‘at the end of it, that doesn’t make you an alcoholic’. An alcoholic
4 2 8  is that you end up with an illness that you can do absolutely nothing about until you
4 2 9  accept it. There are some people. Have a parent that dies, or a son that dies or a
4 3 0  daughter that dies, they pick up a drink and drink themselves into an alcoholic. That
431  I don’t see, and for an alcoholic of my type, that sort of thing is not acceptable
4 3 2  because if I was to find an issue that made me an alcoholic all I would have to do is
4 3 3  to resolve that issue and in my head would tell me if I’ve resolved that issue then I’m
4 3 4  a normal person. I would go down the pub and I could have a pint of beer on a
4 3 5  Sunday lunchtime. But the moment that I have that, and that’s my head telling me I
4 3 6  can have that been on a Sunday lunch time, once I’ve had the first one the physical
4 3 7  thing takes over. I’ve got to have the second, I’ve got to have the third. 1 1 might not
4 3 8  be today, it might not be next week, but it’ll come. Then I won’t be able to stop. So
4 3 9  what odds does it make that I’ve found what the reason was that I picked up the
4 4 0  drink in the first place? I’d still end up doing it. Simple.
44 1
4 4 2  3) What sort of things can trigger off or worsen your [alcohol problem]?
4 4 3
4 4 4
4 4 5
4 4 6  For me it would be -  there are 4 dangers with all alcoholics. For me it would be:
4 4 7  hunger, anger, loneliness, tiredness. They would be the 4 main keys. From them
4 4 8  would come resentment, resentm ent’s a bit -  that comes obviously from anger. If I
4 4 9  stopped going to meetings and I stopped doing AA service that would bring in
4 5 0  loneliness, so I’d use that 4 terms and everything comes from that. Hungry,
4 5 1  obviously I have to look after myself and make sure xxx. Tiredness, tiredness is a  big
4 5 2  thing for me because when I get angry my head doesn’t think straight, my head then
4 5 3  starts going off on all sorts of angles which then twists me back to anger and .
4 5 4  resentment. I can take a hurt, a look and a phrase the way somebody walks, their
4 5 5  m annerisms. I’ve learnt that there are 3 major things with me. I’m extremely
4 5 6  grandiose I’m very childish and I’m very emotionally sensitive.
4 5 7
4 5 8  4) What sort of things do you find helpful in managing your [alcohol problem]?
4 5 9
4 6 0
461
4 6 2  The major thing to prevent it is to work with another alcoholic. To not be what is a
4 6 3  natural for me, which is not to be selfish, not to be self centred. To do som ething for
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4 6 4  somebody else without wanting anything in return. Things such as going, going to do
4 6 5  simple things going to meetings doing the service of that nature that helps, help keep
4 6 6  the service. Honesty, trying to be as honest as I possibly can. If I’m angry at
4 6 7  somebody or have a resentment with somebody, actually deal with that and if
4 6 8  necessary with the person. Not to be a doormat -  to be assertive with out being
4 6 9  aggressive.
4 7 0
4 7 1 Can you give me some examples?
4 7 2
4 7 3  Yep, I was very. I’ll give you a biggy. I was veiy angry with a close friend of mine in
4 7 4  June last year with the way he had treated me and I the then flew -  that particular
4 7 5  morning I had t fly to America. I flew to America. And for the next two days my anger
4 7 6  and resentm ent I ha towards this man grew to the state that I had in my mind ways
4 7 7  of getting my own back on him and my revenge was mounting. I then went to an AA
4 7 8  meeting in *** and I met somebody there who was having a lot of trouble with his
4 7 9  brother and sister and I started to talk to him at the end of the meeting and we went
4 8 0  for coffee and for the next two day’s I helped him get over his problem. And at the
481  end of that I no longer disliked the bloke or had a resentment against my mate back
4 8 2  home in England.
483
4 8 4
4 8 5  5) What would need to change in your life for your [alcohol problem] to no longer
4 8 6  be a problem for you?
4 8 7
4 8 8  ‘
4 8 9  I’d have to die. It will be with me for life. There is nothing that I could change do
4 9 0  away with the problem.
491
4 9 2
4 9 3  6) How m uch do you feel that you are in control of your drinking behaviour?
4 9 4
4 9 5  When I was drinking I had no control at all,, absolutely none. By working a simple
4 9 6  programme today I have a choice of whether I drink or not and my choice today,
4 9 7  only, is not to drink. So my control is never any more that 24 hours long.
4 9 8
4 9 9  7) Do you think that any encouragement that you have received, from
5 0 0  professionals or friends and family, to modify your drinking behaviour has been
501  helpful?
5 0 2
5 0 3  - (If so) What has been particularly helpful?
5 0 4  - (If not) What was unhelpful? What was your
5 0 5  reaction to it?
5 0 6
5 0 7
5 0 8  Without a doubt, the professionals that I sought out and who helped me, kept me
5 0 9  alive long enough for me to 1) accept that I have a problem 2) to stop denying myself,
5 1 0  denying to myself I had the problem and 3) kept me alive long enough so I could
5 1 1  actually start to do something about that problem. Certainly without the
5 1 2  professionals I would be dead there is no two ways about it. I personally have a great
5 1 3  deal of, or did have, I don’t know now, I had a lot of anger where doctors and such
5 1 4  like tried to help people to control their drinking. And the personal one I’ll put to that
5 1 5  is that I was asked by the substance m isuse unit to assist in putting setting up
5 1 6  another unit in *** and then to become an assistant facilitator for them. [Is this AA?]
5 1 7  No, this is the professionals, this is substance m isuse unit in ***. It actually, doctors
5 1 8  asked me to help them to set up this unit. And there was a lady who’d been in a
5 1 9  detox unit in ***, the *** ward and she was off of booze for about 6 weeks and
5 2 0  attending these weekly meetings with the doctor in attendance. Self help group
521  similar to the one I went to, you were breathalysed before-hand you went over your
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52 2  week and some people were drinking some people weren’t and it was this particular
5 2 3  woman, who I had spent nearly two m onths working with to try to get her to come to
5 2 4  an AA meeting, because I wanted to introduce her to other ladies. And um, this
5 2 5  particular Friday night, the meetings were held on Fridays, sh e’d agreed to come
5 2 6  with me that night to an AA meeting we went to the substance m isuse meeting first,
5 2 7  the doctor turned around and said Mrs so and so you’ve been off the booze now 8
5 2 8  weeks, I think it would be perfectly alright for you to have the odd glass of wine. That
5 2 9  is m usic, green for go for an alcoholic. The doctor has given me permission to drink.
5 3 0  That lady is now dead. And I then and I certainly see now, it was his fault. But I also
531 accept that he does not understand, like most non-alcoholics he does not
5 3 2  understand the alcoholic head. By giving her permission to drink one glass of wine,
5 3 3  she will have twisted that in her head I’m not an alcoholic I’m perfectly all right. She
5 3 4  went tout had had that one glass of wine, she was back in the *** ward 10 days later.
5 3 5  She left *** ward that time and killed herself. Now had she got to an AA meeting she
5 3 6  might have leam t that she could never pick up a drink again, ever. But we only do
5 3 7  that for one day at a time. So where doctors and psychiatrists and CPNs are brilliant,
5 3 8  for me they have a particular place and for me it’s keep people ahve long enough till
5 3 9  they find their own way out of it. There’s nothing else a doctor, psychiatrist
5 4 0  treatment centre, hospital, there’s nothing more they can do for an alcoholic. The
541  problem is the alcoholic has to live, like eveiybody else, in the real world. And that’s
5 4 2  where the problem comes down to. And the only way you can live in the real world is
5 4 3  to accept that you are an alcoholic and there are a lot of statistics that go around in
5 4 4  abuse world, drugs alcohol and so on and so forth. Some treatment centres claim 60,
5 4 5  70% success-rate. Yes they do, they get people 60 and 70% of the people that come
5 4 6  through their door they get sober, they don’t keep them sober. The one that has the
5 4 7  greatest record since 1934, is Alcoholics Anonymous and ours is 3%. And whether
5 4 8  that’s... that’s the problem. You know m ost people can stop drinking, very few people
5 4 9  can stay sober. When you go to a treatment centre and you know I went to the
5 5 0  treatment centre I was in, there was 27 of us in that place in 1993, there are two of
551  u s left alive and I’m the only one that’s not drinking. Out of 27 and that’s  only 7
5 5 2  years that’s not that long. That’s where, people will get sober by going to doctors,
5 5 3  psychiatrists, hospitals you come out sober because you’re not drinking. If you go 2
5 5 4  Or 3 days without a drink the human body can actually repair itself quite quickly.
5 5 5  The trouble is, to keep that person sober is a totally different matter. And with AA,
5 5 6  has got the longest. The longest person sober that I’ve actually m et is 56 years sober.
5 5 7  That particular person is  in AA. It’s the same with anybody else, who’s any length of
5 5 8  time is in AA. But the doctors and psychiatrists, CPNs treatment centres, hospitals
5 5 9  are desperately needed and desperately important to help guide that particular
5 6 0  person through. I don’t like the controlled drinking bits and pieces. I do know that
561  groups like *** and various other one’s do advocate trying to control drinking. I like
5 6 2  what I heard from another doctor. Dr. ***, psychiatrist that I have a great deal of
5 6 3  respect for her. She’s the nearest non-alcoholic I’ve ever come to that understands
5 6 4  alcoholics. She is a marvellous wonderful lady. And she always said to me '***, if you
5 6 5  have to control something, you have a problem. Because you only have to control
5 6 6  something if it’s out of control. That made sense. Why control drinking, a normal
5 6 7  person doesn’t control drinking, they don’t go into a pub and say I will have one
5 6 8  drink because that’s all I’m allowed to have today. A normal person goes into a pub
5 6 9  , and they drink as much as they want. And when they’ve had enough, they’ve had
5 7 0  enough. I used to drink with people who would have two pints of beer and then say
571  I ’ve had enough. I’m feeling th is’. I’d have 10 pints and say ‘give me more’. We have a
5 7 2  warped sense of thinking. But doctors, psychiatrists, and all the rest of them are
5 7 3  necessary (you see them more as...]. Keeping you alive to the point where you can
574  find your way out not eveiybody does it through other people have found other
5 7 5  methods. But the majority find a programme like Alcoholics Anonymous is
5 7 6  necessary. You have to change your thinking. If I didn’t change my thinking. I’d be
5 7 7  the same. The most natural thing for an alcoholic to do is to drink, tha t’s what an
5 7 8  alcoholic does. What I’m trying to do as an alcoholic is the m ost unnatural thing in
5 7 9  the world and that’s not drink. So, I have to change eveiything to reach that goal. [So
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5 8 0  you say you found it all helpful] They did it and I’m alive so it m ust be. Um, you know
581  sometimes I would ju st go there to get the tablets to get me off the booze and I wasn’t
5 8 2  interested in listening to the bull they come out with. That’s how I saw it as bull. See
5 8 3  Dr. *** was very good, she had a very close grasp on things -  she would say '***, do
5 8 4  something else, find a hobby, get involved in drama, go to a libraiy and that was
5 8 5  what she was trying to get me to do get me involved into something else. She was
5 8 6  veiy close to the right tact. Veiy close [And did her advise help?] no I would tell her I
5 8 7  did. I would tell her I’d done it, purely and simply because if I said I’d done it sh e’d
5 8 8  give me more pills, [but it w asn’t helping]. No, the warped thinking was always too
5 8 9  far-gone, I always thought I knew better than anybody else. It comes down to denial.
5 9 0  Denial is actually a problem xxx, but of course it’s rubbish. [How about friends and
591  family?]. No family was nothing because I was still xxx around. Friends, yeah there
5 9 2  was to a certain extent, but she went the other way, she went. Without ever going to
5 9 3  Alanon, she took the Alanon tack, because m yself and my girlfriend split up, after I’d
5 9 4  gone into the fellowship and I started speaking to ***, my present sponsor and she
5 9 5  led me, she showed me that what I was in was actually a very sick relationship. I say
5 9 6  my girlfriend, my girlfriend was actually married with 3 children, she now has 4
5 9 7  grandchildren. Her husband used to drop her off at my flat on a Friday and pick her
5 9 8  up on a Monday. That’s  how sick the relationship was. He knew all about it. Very
5 9 9  sick relationship, she opened my eyes to see that. Since then I don’t bother with
6 0 0  relationships, I ju st get on with life. No one’s come along which has, taken my fancy
60 1  yet, I enjoy life, don’t want to wony about you women, no you’ve screwed my head
6 0 2  up too much xxx. I have some great fun nowadays, but today it’s honest. There’s
6 0 3  none of the ‘oh dearest darling I love you lay down and open your legs’, excuse my
6 0 4  language I’m a veiy basic sort of bloke. It honest, I’m honest. I’m looking for
6 0 5  somebody for a couple of weeks I’m not looking for somebody for life and we have a
6 0 6  laugh. And that’s good enough and provided the other person knows that xxx. No,
6 0 7  there were two friends of mine at work um who knew I had an alcohol problem, both
6 0 8  of them tried to help. My girlfriend took the Alanon tack which is you cannot help
6 0 9  the alcoholic don’t enable don’t encourage leave them to get on with it. When I had
6 1 0  been drinking, I would phone the girlfriend up she would say you’ve been drinking,
6 1 1  phone me back when you’re sober and sh e’d slam the phone down. And I might
6 1 2  phone her 3 or 4 weeks later from hospital. I’m in hospital, You’re still alive ok when
6 1 3  you come out come and see m e’. She took the Alanon tack without ever going. She
6 1 4  did tiy  Alanon after I came into the fellowship she went for 2 or 3 but didn’t like it.
6 1 5  My friends, my two dearest friends from work, over 20 years we’ve been together.
6 1 6  One of them really did start to back off because he ended up with problems of his
6 1 7  own. He ended up with problems with his wife, he ended up drinking too m uch and
6 1 8  he ended up in *** ward of ***, psychiatric ward. When he came out he xxx he’s not
6 1 9  an alcoholic he ju st drunk veiy heavily to get,over a veiy serious problem and he’s
6 2 0  not an alcoholic he’s gone back to normal drinking. My other friend, who did his
62 1  damndest, he would do threats like, because I’m in a safety related post and my
6 2 2  bosses didn’t know I was drinking. He would s a y ‘***, the only way you’re going to
6 2 3  keep your job is if you tell the bosses and then you 11 be taken out of the signal box
6 2 4  and if you don’t stop-drinking that’s what I’m going to do’. He would do, he would tiy
6 2 5  the loving approach, which never worked, then he would tiy  the threatening
6 2 6  approach, which also didn’t work. Then he would try the loving approach, when I
6 2 7  was carted into hospital he would bring in shaving gear and all the rest of it. When
6 2 8  that still didn’t stop me drinking he would turn  up in hospital and would say I ’m not
6 2 9  bringing you anything, you’re a bleeding drunk and walk out. He tried the love hate
6 3 0  on both and neither of them worked’. [What was your reaction?] When he brought
6 3 1  stuff in ‘what a Pratt, isn ’t he a Pratt’ and then if he didn’t bring me anything in then
6 3 2  ‘never ‘f’ing liked him anyway’ [What about the threats?] Oh very simple, do it -  call
6 3 3  their bluff. That’s what I did just called his bluff, he never did it, I never thought he
6 3 4  would. You see that’s the problem because my head then said you’re always right,
6 3 5  can’t be an alcoholic because I haven’t told yourself that. Denial. Today w e’re still
6 3 6  very, veiy good friends he has taken it now to the extreme. He used to years ago,
6 3 7  before he xxx. We used to go out all day long play snooker, we would take a couple of
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6 3 8  day’s off work play snooker all day long, get absolutely blind drunk and come home.
6 3 9  And we used to do this maybe two, three times a year, we used to meet up two or
6 4 0  three other times a year to go to restaurants and out for a meal. We used to meet up
641  once a month at a branch meeting, a union and get drunk that night. And we did
6 4 2  this for years. Since I’ve come into the fellowship and got sober he will not meet me,
6 4 3  he will not go for a meal with me, he will not play snooker with me, he will not meet
6 4 4  me at a bar for an evening and he will not go out for an evening with me. He takes
6 4 5  the issues that '***, you’re an alcoholic and I’m not going to go into a pub or a
6 4 6  restaurant with the danger that you might pick up alcohol because I feel responsible.
. 6 4 7  We’re mates and we have been for over 20 years. 111 meet you at my place well have
6 4 8  a cup of tea. 111 meet you at your place well have a cup of tea, we ain’t never going
6 4 9  out together again, because I don’t want you to drink. That’s how he, it’s come out in
6 5 0  him. I’ve tried to explain to him it’s not a problem, but he doesn’t believe it and he’s
651  got no reason to believe it because eveiything I ever told him for 20 odd years
6 5 2  obviously he saw as a lie. So he’s got no reason to believe it now and we still get on
6 5 3  ver veiy well. I saw him à couple of weeks ago and there’s not a problem, but he will
6 5 4  not go out and have a game of snooker with me. He’s laid down the ground rules for
6 5 5  him. I’ve got to respect that. [Now you get support and encouragement from AA?] That
6 5 6  is the backbone [How is it different to before?] Purely and simply because I’ve
6 5 7  admitted I’ve got a problem, so now I’m listening. Because I’ve got a problem and I
6 5 8  also I accept that I am not god. That my thinking is usually the wrong thinking. I
6 5 9  listen to what other people think. If I have a problem, I phone up other people and
6 6 0  get their opinion on that problem. And I tiy to talk to people that have been through
6 6 1  a similar problem. For instance taking a veiy, veiy simple one. I had a knock on the
6 6 2  door, uh I was only about 6 or 7 months sober, fellow said ‘sorry to bother you, you
6 6 3  got a TV in the front room?’ I said Y^ah what about it’ and he flipped over the thing
6 6 4  and said ‘where’s your TV licence?’ I went potty. I went potty slammed the door in
6 6 5  his face. So I phoned somebody up, I did the right thing I phoned somebody up. I
6 6 6  was angiy you know ‘how dare he’. And I phoned somebody up and I told him all
6 6 7  about it and he said ‘ok what are you going to do about it’. Said ‘what do you mean
6 6 8  what am I going to do about Ft. He said, ‘should you have a TV licence’, I said ‘well
6 6 9  yeah, he said well go and buy one and ring me back when you have done’, put the
6 7 0  phone down. Bloody sod. So I went out and bought one and I phoned him back, said
6 7 1 , ‘well I’ve bought one’ and he said ‘now write a letter of apology to the fellow you
6 7 2  swore at, photo copy it, put it in an envelop and sent it off to the TV licence centre
6 7 3  people’, he said ‘if you don’t get done you’re lucky. And it was simple stuff like that,
6 7 4  veiy simple, it was like in my veiy early days, this is the difference, in my veiy, very
6 7 5  early days, I wanted to drink, I so desperately wanted to drink. One day I woke up I
6 7 6  was desperate and I phoned this bloke up and I said ‘I want a drink’ and he said’
6 7 7  right ***, I’ve been to your flat’ he said ‘what I want you to do is wash your kitchen
6 7 8  walls’ I said ‘no listen I want a fuckin’ drink’. He said ‘wash your kitchen walls and
6 7 9  ring me back’. So I washed the kitchen walls and rung him back. He said ‘right wash
6 8 0  your cupboards, I said ‘what do you mean’, he said ‘wash your cupboard and ring me
6 8 1  back!’ Did that. Take all your cups and saucers out of the cupboard, wash them all,
6 8 2  polish them, clean them and put them back into the cupboard. Then do the knives
6 8 3  and forks’ then do this, then do that and it went on and on and on. Hé said ‘right go
6 8 4  and have a bath’, I said ‘do what?’, he said ‘go and have a bloody bath, don’t argue!’
6 8 5  That was it I went and had a bath. It was like a bloody kid. I phoned him back I said
6 8 6  ‘now what?’ he said ‘make yourself something to eat and gimmi ring me back when
6 8 7  you’ve eaten it and don’t gulp it’, xxx put the phone down. Phone him back. He said
6 8 8  ‘right he said now ***, go to *** meeting and phone me back when you get back from
6 8 9  that meeting and don’t drive too bloody fast’. So I went to the meeting, come back. I
6 9 0  said ‘alright ***, I’ve come back from the meeting’, he said ‘right go to bed, go to sleep
691  and wake up and tell me and ring me in the morning’. I said ‘all right ***’, went to lay
6 9 2  down on the bed, laying on the bed ‘bastard can make me go to bed, but I bloody well
6 9 3  ain’t gonna to sleep’. That’s how I was, ju s t like a kid. Fell asleep, woke up the next
6 9 4  morning said ‘right ***, now what do you want?’ He said ‘right ***, we got you
6 9 5  through yesterday without a drink, let’s have a go at today’. And the penny went
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6 9 6  ping, you know I’d been treated like a kid and that’s the difference, that sort of
6 9 7  encouragement that got me through without the, because the first thing was I’d
6 9 8  admitted I was alcoholic and I had accepted it with every single -  I didn’t stop
6 9 9  wanting a drink, but what was on top of that was I had an absolute determination
7 0 0  not to pick up that first drink and I would do anything rather than pick up that first
701  drink, so I would phone somebody. What I used to do was go out and drink. I didn’t
7 0 2  want to pick up that first drink and I couldn’t, if I’d sat here on my own without
7 0 3  picking the phone up I’d have picked up a drink. Now I have no doubts about that.
7 0 4  So his encouragement that particular day was to get me to wash my kitchen, wash
7 0 5  this and wash that, have a meal, have a bath go to a meeting, come home and go to
7 0 6  bed. Talked me through the day.
7 0 7  It was like ***, I met her in Scotland at a convention. She turned around to me and it
7 0 8  was in October a few years ago, and she said to me 1 suppose we’ll still be talking
7 0 9  abut his bloody woman this time next year, tha t’s of course you decide to do
7 1 0  something about her’ and she walked off the platform. She did. And just left, ju st left
7 1 1  it, with it, so get on a train knowing that I’ve got 12 hours you know on a train
7 1 2  getting back home with that thought going round and round my head, xxx You start
7 1 3  questioning. I still did nothing about it, I went to Tenerife xxx months later and I was
7 1 4  lying out in Tenerife. And then what I did do, is I did a physical. I’m sorry a mental,
7 1 5  map if you like. And I did say my best friend died, lost my job, they decide to make
7 1 6  me bankrupt, no money, car breaks down, my boss tells me I haven’t got a job, blah,
7 1 7  blah and I put eveiything negative I could possibly put down. And then I ended up
7 1 8  with what happened in 1994 after I came out of the treatment centre *** couldn’t
7 1 9  make it for a bunk up. xxx. The moment I put that in my head, I might drink, that
7 2 0  was it I came back from that holiday and the relationship was over. It was so xxx
7 2 1  because for me the time was right, I couldn’t have done it in my first year of
7 2 2  recovery, I could have done it in my second year of recovery, but as I was going into
7 2 3  my third year of recoveiy the time was right and I could see it. And for me, for
7 2 4  eveiybody else who’d been around me, my friends, people at work, my sponsors,
7 2 5  everybody could see it, but I couldn’t. And all of a sudden xxx and I loiew it was over
7 2 6  and that was it - 1 wasn’t quite honest with the way I did it but there we go.
727
728
7 2 9  8) Could you tell me about your experience of the first time you sought treatment?
730
7 31  Yeah, I mean the first one I can physically remember w as when, it would have been
7 3 2  88 when my girlfriend, I was papering over the cracks, and me girl friend had come
7 3 3  up here and I was drunk and she called the doctor and called AA and the fellow
7 3 4  came out and did what we called 12 stepping i.e. came out and told me about his
7 3 5  illness. So that would have been my first, my first attempt, even though I w asn’t
7 3 6  really being honest that I wanted help, all I was doing was I wanted to keep my
7 3 7  girlfriend. But that was I suppose the first time I physically sought help, I suppose,
7 3 8  would have been then when I actually called AA via the doctor, or the doctor actually
7 3 9  came up. [What was going through your head?] What was going through my head was
7 4 0  I didn’t want to lose the girlfriend. Um I had been drinking for several days and the
7 4 1  only way that I could see of keeping the girlfriend was to tell her I had an alcohol
7 4 2  problem. Um the doctor came out, can’t remember which way it went round, very
7 4 3  hazy because I was drunk at the time. But as far as I understand it, she came up
7 4 4  here and called, she came up here with a friend and called a doctor, the doctor came
7 4 5  out, gave me an injection to stop me vomiting and suggested to her I believe to call
7 4 6  AA. She called AA and they said to her that if I wanted help I had to call AA so she
7 4 7  then got me out of bed into the front room gave me the phone and said there’s the
7 4 8  number, ring it. I’m sitting here while you do it. So I phoned AA and I said I’ve got a
7 4 9  bit of a  problem and I think you can help, they then arranged for somebody to come
7 5 0  out and talk to me. And it was a bloke called *** who came to see me the next day.
751  After he came to see me the next day, he arranged the following Wednesday for me to
7 5 2  be picked up by two AA members and taken to an AA meeting. My girlfriend listening
7 5 3  to all of this and was up here, was in the bedroom when this fellow called, said I ’ll
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7 5 4  corne and see you on the Wednesday, so 111 be here before you go and 111 be here
755 when you get back’. For me that was brilliant, it meant I was going to be in for a
7 5 6  night of sex because she was going to be here, bloody good reason to go to AA. And
7 5 7  that was my first introduction to AA. I’d even tried to do something about the
7 5 8  drinking, even though I w asn’t [you were sort o f going through the motions] What was
7 5 9  going on in my head, to what the actions were, were two totally different things. But
7 6 0  as far as she was concerned and eveiybody else was concerned I was trying to do
761  something with my drinking. For me I was just papering up the cracks and shutting
7 6 2  down. [Was there anything they could have done?]. No, no, not even close. For me it
7 6 3  took another 6 years of absolute sheer hell before I got to the point that I wanted real
7 6 4  help.
7 6 5
7 6 6  9) Could you tell me about any other forms of treatment you have participated in?
7 6 7  [you’ve told me]
7 6 8
7 6 9  10) Do you feel your [alcohol problem] has changed since beginning treatment?
7 7 0
7 7 1  - In what ways?
7 7 2
7 7 3  My perception and beliefs are changing all the time. Constantly changing. [What are
7 7 4  the main changes?]. It’s  more that I can, I don’t know how to put it... a simple one, I
7 7 5  could never, never have accepted that by helping somebody else I actually help me.
7 7 6  Um now I could never have seen that. I also could never have seen that sitting in a
7 7 7  room with 20, 30, 40 other people would make me feel better, but it does. Um, I
7 7 8  could never have seen the doing something for somebody else unless I was getting
7 7 9  something out of it, i.e. being paid or whatever. Um how else can I put it over, um,
7 8 0  what I believe, some of the things I believed a year or two years ago is not necessarily
78 1  what I would believe today. Um I’m trying to thing of a  for instance. I do a lot of
7 8 2  service in AA and one of the services I took on would have been in January 1 9 9 8 ,1
7 8 3  was secretaiy to a big meeting and I believed that my union training of being
7 8 4  assertive and controlling would actually help me in that and I didn’t need to ask
7 8 5  other people how to do things. Three years after I’ve done the job, I was asking more
7 8 6  people at the end of three years than I did at the beginning. So my perception of a
7 8 7  particular job changed because I started seeing me as not knowing eveiything. I also
7 8 8  accept today that I actually know less than what I think I do. I don’t know if that
7 8 9  makes sense to you. [xxx] That’s it, and I’m learning to trust a little bit I’m learning
7 9 0  to love a little bit. And by doing that I learn to respect m yself and start to like and
7 9 1  love myself. But I can only do that by helping other people and that reflects coming
7 9 2  back onto me.
7 9 3
7 9 4  11) What elements of your treatment(s) have you found helpful and unhelpful with
7 9 5  your [alcohol problem]?
7 9 6
7 9 7  Only in hindsight is that my stoiy to get me to where I am today which is alm ost 7
7 9 8  years sober, I did all of those thing i.e. doctors, psychiatrists, CRN’s the rest of it,
7 9 9  they all did something to get me to where I am today. Um, to take any one of those
8 0 0  elem ents out wouldn’t be my story as to where I am today. So I suppose they were all
801  in a way helpful, even though I might not see it today. I mean I can look back and
8 0 2  say things like, going to the hospital meeting um being breathalysed is ridiculous
8 0 3  because alcoholics would usually fail that breathalyser so they’re not allowed into
8 0 4  the meetings. But on one particular occasion um  there was a person who went into
8 0 5  there and failed the breathalyser. I still went to these meetings 7 or 8 m onths and
8 0 6  maybe 9 months after I went into AA and I’d stopped drinking, I was still going to
8 0 7  these meetings. But I would go into those meetings and sit in there and pick, if
8 0 8  somebody actually failed the breathalyser I went out and had a chat with them.
8 0 9  Actually the person now is in AA. Now in a backward sort of way, going there when I
8 1 0  disagreed with breathalysing, then failing it, I got angry with the breathalyser,
811  walked out, spoke to this person, that person came to an AA meeting and is now
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8 1 2  sober today. So that that, and I felt good and whenever I see him at a meeting I feel
8 1 3  good. Because I can see him. But that actually came from something I disagreed
8 1 4  with, that I don’t believe at the time the breathalyser should be used. Today um, I
8 1 5  have to accept that that’s how the meeting works, it works with a breathalyser. Had
8 1 6  that meeting not had a breathalyser, that person would have sat in a meeting and I '
8 1 7  wouldn’t have gone outside to have a chat with him. So a good thing came from what
8 1 8  I perceived to be a bad thing, [it seem s hard to differentiate between what’s  helpful
8 1 9  and what’s  not]^Because for me if I was doing the breathalyser, I had the strength of
8 2 0  will at the time not to drink long enough so I could pass the breathalyser. And if I
821  had drunk too much so that knew I wouldn’t pass the breathalyser I didn’t bother
8 2 2  going to the meeting, because my pride wouldn’t allow me to be thrown out after
8 2 3  failing the breathalyser. Because my pride and arrogance would get in the way there.
8 2 4  So all of it helped, but in different ways, and in sometimes warped ways I suppose.
8 2 5  You know it twists back on itself, what goes around com es around. [Was there
8 2 6  anything unhelpful?] For me that’s very unhelpful thing and I still believe it today
8 2 7  and that is anybody saying to an alcoholic It’s  ok for you to drink’ . Controlled
8 2 8  drinking for me is a total no no. For somebody to say tiy  and control your drinking is
8 2 9  ridiculous. What for me possibly should be put over by doctor psychiatrists is you’re
8 3 0  an alcoholic you can drink, if you drink it’s down to you. I personally believe it wrong
831  for doctor and anybody else in that professional field to tell somebody to go out and
8 3 2  tiy controlled drinking. Because that is a  green light, tha t’s not what and alcoholic
8 3 3  hears. A good doctor is one which I know of, you go to the doctor and say I think I’ve
8 3 4  got a  drink problem and the doctor turns around and says how much do you drink.
8 3 5  And the alcoholic turns around and says well I drink 10 pints a day. And the doctor
8 3 6  says alcoholics are notorious liars that m eans you drink 20. The alcoholic walks out
8 3 7  of the doctors’ surgery and head says -  got away with that because I actually drink
8 3 8  30. And that’s how an alcoholic’s heads work. But that doctor was tiying to get close
8 3 9  to it. I don’t believe in controlled drinking in any way shape or form at all I didn’t
8 4 0  believe it then for what ever reason, I don’t know why I didn’t believe it then. I
841  certainly don’t believe in it now. I’ve had experience of where controlled drinking’s
8 4 2  killed people. Um, but maybe some people need to go through that stage to get them
8 4 3  to stop drinking. There are definitely 4 ways that people will stop drinking. In fact
8 4 4  there’s no two ways about it: you’ll either spend your life in prison, committing a
8 4 5  murder or whatever, either in or outside of a blackout, you’ll either end up in a
8 4 6  vegetable, as a vegetable, drinking yourself, brain damage, you’ll die, or you’ll get the
8 4 7  message and you’ll stop drinking. That’s the 4 ways. I guarantee eveiybody will stop
8 4 8  drinking. And those are the only 4 ways, there are no other ways, there are no other
8 4 9  ways at all. That’s why doctors, psychiatrists, treatment centres, A and E, religion
8 5 0  whatever you must stop drinking completely, you can’t control it, you m ust stop
851  drinking completely. And alcoholic can’t control drink. There are 4 ways of stopping
8 5 2  drinking.
853
8 5 4  12) Are you aware of how your therapist/  support group perceives your alcohol
8 5 5  problem?
8 5 6
8 5 7  -How does this fit with your beliefs about your alcohol problem?
8 5 8
8 5 9  I take on eveiything, but I don’t agree with eveiything today. But I agree with more
8 6 0  today than I did a year ago and I agreed with more a year ago than I did a year
861  before that. And what I don’t agree with today, people who have been around 20, 30,
8 6 2  40, 50 years have said you don’t agree with it today stick around another 20 years
8 6 3  and see whether you’ve changed your mind. And my, that’s why I say my perception
8 6 4  changes things that I don’t agree with today, I realise that I would accept in time,
8 6 5  because that’s what’s happened in the past. I may veiy well agree with it. [ What are
8 6 6  some o f the things you don’t agree unth?] Um, some of the things I don’t agree with. I
8 6 7  don’t agree with some of the ways that traditions of Alcoholics Anonymous restricts a
8 6 8  person in carrying the m essage of AA. Um, I don’t know how I can describe that um
8 6 9  for instance I would like to see a web site up for *** inter-group almost like an
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8 7 0  advertisement, but AA does not advertise, we do not endorse nor do we oppose any
871  causes. We are, we’re attraction, rather than promotion. Some people see a web site
87 2  as promotion, I see it as attraction. People have said there are a couple of web sites
8 7 3  but they don’t have what 1 would like to see on them. I would like to see the
8 7 4  addresses of all the local meetings and that sort of thing. And they see that as
8 7 5  promotion. But if you go to America then you can type up New York and get a list of
8 7 6  all the local meetings. And I say Veil tha t’s what they do in America, why can’t we do
8 7 7  it here?’ And they ju s t say. Veil we’re not American, we’re English. Do it the English
8 7 8  way’. And at the moment I don’t agree with that sort of thing. But I also didn’t agree
8 7 9  with some of the anonymity problems. Uh where we say anonymity at the level of
8 8 0  press, radio and films. Because in my early days you had *** for instance. Now these
8 8 1  are people I’m not blowing their anonymity they’re on TV and they’re in the paper. ***
8 8 2  and all the rest of it. *** xxx. His home group was the *** meeting. And it was quite a
8 8 3  laugh, because he used to come here oh Sunday night for coffee have a chat and his
8 8 4  Rolls Royce *** was sitting outside. And so there was all that, so yeah w e’ve got some
8 8 5  very famous people, we’ve got a few now. But people like *** and what was brought
8 8 6  home to me was like *** went to a treatment centre in America and he went to one
8 8 7  called *** and very, very well known this fellow is in AA. And uh, he brought this ***
8 8 8  on television and Tiow wonderful AA is’ and liow wonderful this is’ and I ’m so’ and
8 8 9  4sn’t this great’. And of course a few, well a couple of years down the line of course
8 9 0  you open up *** and there he is pissed out of his brain laying on well laying, what a
891  wonderful advert for AA. And so therefore that’s bringing AA, AA’s name into
8 9 2  controversy, because if you go up to an alcoholic and someone turns round to you
8 9 3  and says why don’t you tiy  Alcoholic Anonymous [end of tape 1]
8 9 4
8 9 5  At the level of press radio and films anonymity and that the one of the obvious
8 9 6  reasons as to why. That sort of thing happening in my early days, I agreed with ***
8 9 7  doing what he did. But then as life changed and I got and then obviously brought it
8 9 8  home to me in a real way the reason why that tradition was there. So while I didn’t
8 9 9  agree with it 4, 5, 6 years ago now I do. So my perception has actually changed were
9 0 0  AA X X X  in 1934 when he wrote it. There was me wanting to change it and it’s xxx.
901
9 0 2  13) Do you feel that the m atch/m ism atch between your therapist(s)/support
9 0 3  group(s) perception and your perception has had an affect on your experience of
9 0 4  treatment?
9 0 5
9 0 6  You end up at loggerheads, you end up with massive arguments. I sit there because
9 0 7  I’m a veiy up front forthright person, I would actually tell people. And then they
9 0 8  argue back and then you end up with, the particular service job I used to do there
9 0 9  were 40 or 50 other alcoholics in the room and I would present something and they
9 1 0  didn’t agree, so it would be me and 40 or 50 other alcoholics who were disagreeing.
911  But some of those 40 or 50 were slightly agreeing with me and some weren’t too
9 1 2  sure, so you ended up with maybe a triangle of arguments. And you kicked it off
9 1 3  and... um ... and the end of it we have to come to an agreement and although I didn’t
9 1 4  at the time agree with them, I went along with them. Three years later on they were
9 1 5  right. [Do you feel that any disagreement that might affect your recovery?]. No there’s
9 1 6  nothing in that, there’s nothing in AA that I, that would actually help harm the
9 1 7  recovery, xxx It’s usually people it’s  usually relationships. The two main things, two
9 1 8  main things, the two things that can affect an alcoholic’s is uh, finance and ah,
9 1 9  romance. So it’s finances and romances. For me it’s relationships any sort of
9 2 0  relationship. So if I’ve had an argument with you our relationship has been impaired,
921  my head then starts going off at a tangent. I have to get that out by talking to other
9 2 2  people with my aim perhaps to come back and talk to you. We might end up with
9 2 3  Tucking hate your guts, get out’ and that might be enough to clear my head. On the
9 2 4  other hand we might be able to talk through whatever the problem is. [So it helps to
9 2 5  confront it?] Sometimes, not always, sometimes it’s not necessaiy you can find other
9 2 6  ways round it.
9 2 7
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928
9 2 9  14) What are your feelings about the future in relation to your [alcohol problem]?
930
931 All I’m hoping to do is to get to bed tonight without picking up a drink.
9 3 2
9 3 3  15) Do you have anything else important that you would like to add?
9 3 4
9 3 5  Only that Alcoholics Anonymous is a way of living and a way of life. That teaches me
9 3 6  as a person that not drinking as I thought it was going to be was gonna be glum,
9 3 7  boring, full of ginger beer and Jesus. Now that’s what I thought it was going to be.
9 3 8  I’ve actually found that I have, in my 7 years of recovery, although I’ve had difficult
9 3 9  times, um common phrase that we use is happy, joyous and free. In my Idst 7 years I
9 4 0  have been happier in virtually every way, any one given day that any time in my
941  previous life. Life for me today holds no fears. I have a great deal of piece of mind. I
9 4 2  can put my head on the pillow and I usually go to sleep straight away. I don’t go out
9 4 3  and hurt people, which was what I used to do, either physically or mentally. I was
9 4 4  more of a mental abuser rather than physical abuser. I have more respect for people,
9 4 5  places, things and situations. Um and I have a freedom and a life today that most
9 4 6  people would die for. There have been a couple of occasions through my life over my
9 4 7  7 years where I can say, for a few fleeting m oments I have experienced a peace that
9 4 8  can only be described as utter serenity. There’s only been possibly 3 and each one
9 4 9  lasted just a few m inutes, but if I spend the next 20 years tiying to get another
9 5 0  minute of that, that was unbelievable. First time it happened was at a convention
951  and I was sitting on a sofa in the hotel. Second occasion it happened I was out in the
9 5 2  middle of the pouring rain working a 12-hour shift in the freezing cold and felt
9 5 3  wonderful. The third occasion was on the too of a mountain in Crete on the first ever
9 5 4  foreign holiday I’d had, never been on an aeroplane until I came into the fellowship.
9 5 5  Um, now I love life today, I absolutely love it. I love the fellowship and life’s good, but
9 5 6  it’s not always. As we say in the fellowship, if you’re feeling good this too with past
9 5 7  and if you’re feeling bad that’ll pass as well. It is purely a way of living. Look you can
9 5 8  actually, because the fellowship has got every single type of person you can possibly
9 5 9  imagine. That means eveiy possible life experience tha t anybody can imagine is
9 6 0  there. I have met people that would absolutely blow your mind. I met a fellow in
9 61  America who went to the world convention to stand in a football stadium with 100,
9 6 2  000 other alcoholics listening to people who have been around the fellowship up to
9 6 3  50 odd years sober and to stand there and hold hands with people from all round the
9 6 4  world who are all suffering from this same illness. I dare you to stand there and have
9 6 5  a diy eye. It is amazing. To listen to a fellow who’d um someone like A1 Copone would
9 6 6  have been terrified of. This man is a real evil gangster. And to listen to this fellow
9 6 7  struggle in recoveiy, he’s sober 20 years. Of where h is daughter, he so desperately
9 6 8  wanted to get married, he got married with a child, his daughter grew up, his
9 6 9  daughter was raped cut to pieces and murdered. And you listen to this fellow, and he
9 7 0  was like 16 years sober at the time and he’s, listening to him saying ‘believe me I ,
971  would have no problem with going out and killing this man. I’ve done it. I’ve
9 7 2  murdered many, many people most people I’ve never been to prison for’. And h e’s
9 7 3  standing up there ‘believe me I have the will and I have the capability of doing it. But
9 7 4  the fellowship’s taught me to forgive him, been 4 years, I haven’t forgiven him yet,
9 7 5  but I haven’t killed him yet’. And you listen to this man, how the hell. And you, and
9 7 6  that is what Alcoholics Anonymous has done to him. He’s not saying he won’t ever
9 7 7  kill him, he might, but he won’t do it today. And today he’s not going to pick up a
9 7 8  drink. And you listen and my own sponsor *** her son was killed by the IRA. You
9 7 9  know she talks about it, he was 21, 22, when he was blown up by the IRA, she was
9 8 0  drinking at the time and I talk to her I said how do you do this, she said you some to
981  some meetings with me. And I’ve sat in m eetings in *** and I’ve sat in the same
9 8 2  . meeting as members of the IRA and you listen to these people that have blown up
9 8 3  kids. I mean these blokes are like 7 foot built like army shit-houses and these blokes
9 8 4  have blown up other people and all the rest of it. All round and they were all
9 8 5  drinking at the time and they’re sitting in the same room as the women he’s blown
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986  up their kids. And yet those people would do anything to help each other because
987  they’re alcoholics. When you sit there and listen to that and you know that these
988  people are genuine, theyll help you, they’ll help you with anything. If you haven’t got
989  50 p for the gas metre they’ll give you 50p, if you want a hand moving your furniture
990  they’ll help you move your furniture, if you’re gasping for a drink, they’ll sit with you
991 for a month to help you not pick up that first drink. That’s the sort of thing that the
992  fellowship’s given them, absolutely mind blowing. And that’s why the fellowship
993  works.
994
995  Thank you very much for taking part in this research. How are you feeling? (When
996  are they next attending an appointment with therapist/ support group). Would you
997  like me to send you a copy of the final research report in August/September time? (If
998  so, get address).
999 ^
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Valued outcomes of treatment for people with an alcohol problem.
Abstract
The cu rre n t em phasis w ith in  the  N ational H ealth  Service on evidence 
based  practice poses th e  question  for psychologists: w h a t co n stitu tes  
evidence for therapeu tic  in terventions. W hilst the  m ajority of s tud ies  
in the  a rea  of trea tm en t for alcohol problem s favour quan tita tive  
m easu res  of outcom e, su ch  a s  reduced alcohol consum ption , recen t 
qualitative stu d ies  have highlighted a  range of outcom es valued by 
clients. This article p resen ts  th e  findings of a  study  in  w hich 26 people 
w ith a n  alcohol problem  an d  26 psychologists who h a d  worked w ith a  
client w ith a n  alcohol problem  com pleted questionnaires regarding th e  
so rts  of therapeu tic  outcom es they felt were im portan t. D ata  were 
subjected to d iscrim inan t function  analyses. R esults ind icated  th a t  
valued outcom es of therapy  did vaiy in  according to psychologists’ 
opinions, stage of change, perceived control an d  previous trea tm en t. 
The findings of th is  study  suggest th a t  individual aim s of therapy  
shou ld  be carefully a ttended  to a s  differences in desired therapeu tic  
outcom e m ay con tribu te  tow ards trea tm en t success. It is  therefore 
suggested th a t  fu rth er research  shou ld  be conducted  to  explore the  
rela tionsh ip  betw een desired outcom es an d  a c tu a l th erap eu tic  
outcom es.
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Valued outcomes of treatment for people with an alcohol problem.
Introduction
For psychologists working in the  National H ealth Service (NHS), recen t 
em phases on evidence-based practice em erging from papers based  on  
clinical governance (e.g. D epartm ent of H ealth, 1997, 1998) have 
highlighted the  need for the  evaluation of therapeu tic  in terventions. 
However, w ha t constitu tes /evidence’ for the  effectiveness of a n  
intervention is no t easily determ ined.
In their book, based  on a  report for the  NHS Executive of the  English 
D epartm ent of H ealth, Roth and  Fonagy (1996) p resen t research  
evidence on trea tm en t outcom e for com m only encountered  m ental 
health  problem s. W hilst they acknowledge th a t  the con trary  dem ands 
of in ternal an d  external validity pose problem s for clinical research  
and  a ttem p t to add ress th is  th rough  the  inclusion of open tria ls an d  
single case m ethodologies in their review, they  sta te  th a t, a t p resen t, 
random ised controlled tria ls (RCTs) ‘provide the  only valid - a lbeit 
lim ited - source of evidence for the  efficacy of various forms of 
psychological trea tm e n t’ (Roth & Fonagy, 1996, p. 19).
In a  review of the  challenges faced by counselling psychologists 
w ishing to provide inform ation ab o u t the  effectiveness of th e ir 
interventions. M onk (2000) likens the  ta sk  to one of C inderella’s s tep ­
sisters a ttem pting  to ‘force their feet into the  glass slipper’ (p. 10). She 
argues th a t w hilst the  types of research  valued w ithin the  NHS are  
derived from a  m edical model (e.g. RCTs), counselling psychology’s 
more herm eneutic  approach  to the  study  of h u m an  beings creates a
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m ism atch  betw een w hat is valued in the therapeu tic  encoun ter and  
w hat would be m easured  by positivist evaluations.
Counselling psychology tra in ing  involves ‘the u n d ers tan d in g  of the 
application of the  th ree  m ajor theoretical theories, of therapy  
(psychodynam ic, hum an istic  an d  cognitive-behavioural) ’ (British 
Psychological Society Division of Counselling Psychology, 2001), w ith 
m any practitioners a ttem pting  to w ork integratively., It is a rgued  th a t 
w hilst some forms of therapeu tic  in tervention lend them selves to 
system atic evaluation, o thers do not. Rowan (2001) sees the  problem  
in term s of depth , suggesting th a t  cognitive behavioural therap ies stay  
‘n ear the  su rface’ a s  does m ost research  an d  therefore they  m atch . He 
continues, th a t long-term  psychoanalysis poses a  problem  ‘because  
they are often concerned w ith a  dep th  w hich research  c an n o t rea ch ’ 
(p.7).
Criticism s of RCTs in particu lar, include the ir lack of generalisability  
and  external validity (Pariy, 1992). In term s of the  value of resea rch  to 
inform  practice, it would appear to be of lim ited value to know  the  
efficacy of a  clearly defined therapy, w ith carefully selected c lien ts an d  
carefully selected therap is ts . According to Lucock, Leach & Iveson 
(1999), it m ay be of m ore value to evaluate services a s  they  a re  -  a  
wide range of therap ies provided by a  wide range of th e ra p is ts  to a  
range of clients w ith a  range of problem s.
Considering the m ultitude  of variables th a t could con tribu te  tow ards a  
therapeu tic  outcom e, the  ta sk  of evaluation seem s in su rm o u n tab le . 
Monk (2001) a ttem pted  to acknowledge som e of th is com plexity in  a  
qualitative study  focusing on c lien ts’ accoun ts of outcom es in 
psychotherapy. Her findings reflected som e of the com plexity of w ha t 
m ay be seen as a  valued outcom e for a  client such  as: getting b ack  to
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one’s old self, being able to cope be tter on a  day to day basis, gaining 
m ore insight into one’s difficulties, preventing deterioration an d  having 
a  positive relationship  w ith the  therap ist.
Some specific problem s faced by those w ishing to evaluate the ir 
in terventions in a  d rug  an d  alcohol service m ay include the  clien t’s 
therapeu tic  aim, the  trea tm en t aim s of the  service, the  trea tm en t 
approach  adopted by the service an d  the  com bination of techn iques 
and  services offered.
A clien t’s beliefs ab o u t the ir problem , including their th erap eu tic  aim , 
m ay im pact upon  outcom e of therapy. Laughton (2001) found th a t  
clients w ith alcohol problem s varied in m any  ways includ ing  the ir 
reasons for en tering  therapy, the  therapeu tic  approaches they  found 
helpful and  the  so rt of rela tionsh ip  they w anted w ith the  th e rap is t. It 
w as suggested th a t  inconsis ten t re su lts  of outcom e s tu d ies  m ight be 
due to the  definition of a  successfu l outcom e. A successfu l outcom e 
for one client in th is  study  w as to get th rough  one day  w ithou t 
drinking, for ano ther it would be to feel in control of how m u ch  she 
d rank , and  for ano ther it would be to feel able to con tinue  a ttend ing  
h e r therapeu tic  group if she h ad  a  relapse. In addition, the  
partic ipan ts in th is  study  reported  a  range of explanations for the ir 
alcohol problem  indicating different therapeu tic  needs. For exam ple, 
‘E dw ard’ sta ted  th a t he u sed  alcohol to ‘fill an  em otional hole’ an d  to 
deal w ith h is anxiety. This ind icates th a t  an  im portan t outcom e of 
therapy  for him  m ay be to have lea rn t o ther ways of dealing w ith 
anxiety. ‘B eth ’ described using  alcohol to su p p ress  h e r em otional pain . 
An im portan t outcom e of therapy  for h e r m ay be to have ad d ressed  the  
underlying issu es th a t are causing  h e r em otional pain. In these  cases, 
m easu res of alcohol consum ption  or psychom etric te s ts  m ay n o t be 
sensitive enough to pick u p  im portan t achievem ents for these  clients.
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W hilst the c lien ts’ perception of a  successfu l outcom e m ay be seen as 
the  m ost im portan t evaluation criterion for m any psychologists, it is 
also im portan t to a ttend  to the  a im s of the service w ithin w hich we 
w ork and  w ith reference to ou r own professional guidelines. The aim s 
of the  service are likely to be influenced by clinical governance a n d  the 
need for cost effective services (D epartm ent of H ealth, 1997). Such 
aim s m ay require the u se  of objective m easures such  as reduction  of 
the  quan tity  of the su b s tan ce  u sed  and  reduction  in  scores on 
psychom etric te s ts  m easu ring  levels of em otional d istu rbance . 
Therefore a  psychologist w orking w ithin NHS guidelines w ith a  client 
w ith a n  alcohol problem  m ay prioritise outcom es such  a s  d rink ing  less 
alcohol, visiting their general p rac titioner less regularly  a n d  active 
change relating to risk  behaviours. Reflecting this, Roth a n d  Fonagy 
(1996) sta te  th a t effectiveness w ithin  d rug  and  alcohol services is 
broadly defined, encom passing  no t only a  reduction  in  alcohol 
consum ption , b u t also im provem ents in ‘em otional an d  physical well 
being’, ‘work perform ance’ and  a  reduction  in alcohol rela ted  problem s 
su ch  a s ‘injury, accidents and  violence’ (p.218).
; ■ . - r
For the  psychologist working w ithin  a  d rug  and  alcohol service, the  
therapeu tic  model and  trea tm en t approach  adopted will affect the ir 
a im s and  the  m ethods by w hich these  are  sought to be achieved. 
L aughton (2000) exam ined th ree  m odels of alcohol problems^ a n d  the ir 
corresponding trea tm en t approaches^ and  found th a t the  a im s of the  
different m odels were very different an d  therefore the  outcom e goals 
w ould vary. M esser and  Safran (2002) com m ent th a t  ‘evaluation  of 
therapeu tic  outcom e is inextricably tied to values and  sh ad es  of 
m ean ing’ (p.5). They illustra te  th is  w ith exam ples of people who
 ^The disease model, the psychosocial model and harm reduction. 
2 Abstinence, controlled drinking and pragmatic problem solving
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perceive their ‘problem s’ as the ir s tren g th s  (e.g. shyness helping one to 
th in k  before they speak) highlighting th a t  reduction of sym ptom s is 
no t always the  m ost appropria te  m easu re  of positive outcom e.
Even w ithin these  broad approaches, the psychologist m ay u se  
different fram ew orks for u n d ers tan d in g  the client an d  various 
techniques. Of particu la r relevance is P rochaska an d  D iClem ente’s 
(1982) ‘transtheoretica l m odel of change’. W hilst th is  m odel w as 
developed to be applied to all change, in or ou t of therapy , it h a s  
prim arily been adopted by m any th e rap is ts  working w ith d rug  and  
alcohol problem s. This m odel w as based  on the observation th a t  in  the  
process o f  change  people ap p ear to p a ss  th rough  sim ilar stages.
Prochaska  (1979) reviewed 18 therapy  system s and  suggested  th a t 
there  were 5 cen tral p rocesses of change related to e ither verbal 
therap ies or action-oriented therap ies an d  a t both experiential and  
environm ental levels. Processes relating  to verbal therap ies were 
identified as consciousness raising an d  choosing. Bridging the  gap 
betw een the  verbal and  action oriented therap ies w as a  p rocess of 
catharsis and  processes associated  w ith action-oriented th erap ies  were 
m aking critical changes in the  conditional stimuli th a t  control one’s 
responses and  altering one’s environm ent via contingency control.
Following em pirical investigation of these  p rocesses of change, 
DiClem ente and  P rochaska (1982) discovered a  sequential o rder to the  
p rocesses th a t people passed  th rough  during  change. They p o stu la ted  
a  ‘cycle of change’ and  suggested th a t  it is quite norm al for people to 
go th rough  the  cycle several tim es before achieving stab le  change. 
Their six-stage model includes the  stages: pre-contem plation ,
contem plation, determ ination  (som etim es referred to a s  p reparation), 
action, m ain tenance  and  relapse.
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At the  ‘p re-contem plation’ stage, the  person  is no t yet considering the 
possibility of change and  so it is likely th a t if they  are seen a t a  
service, it is because they have been sen t by ano ther party  and  m ay be 
labelled as ‘in den ial’, defensive or res is tan t. The ‘contem plation’ stage 
is characterised  by am bivalence, w ith the  person swinging back  and  
forth  betw een acknowledging the  need for change and  th en  rejecting it. 
Periodically the balance m ay tip and  the  person  will appear to gain 
m otivation for changing their identified problem . At th is  
‘determ ination’ stage, the  person  can  either fall back  into 
contem plation or move into the  action stage. In the  ‘action’ stage, the  
person  m akes an  active effort to change the  problem  area. The change 
th a t  is achieved can  th en  be m ain tained  (‘m ain tenance’ stage) for 
variable lengths of time. It is accepted th a t  se t backs in these  changes 
m ay well occur an d  the  ta sk  of the  ‘re lapse’ stage is to con tinue 
a ro u n d  the cycle again ra th e r  th a n  to get s tu ck  a t th is  stage. Relapse 
is viewed in  a  m ore positive light th a n  som e other approaches, being 
seen as a  norm al p a rt of the  process of change an d  w ith the  a ttitu d e  
th a t  eveiy slip brings the  person  one step  closer to p e rm an en t 
m ain tenance.
Integrating the stages an d  processes of change, P rochaska  & 
DiClemente (1982) suggest th a t verbal processes of change - 
consciousness raising, catharsis and choosing - are m ost im p o rtan t 
during  the  earlier stages of change (contem plation an d  determ ination). 
Behavioural p rocesses - conditional stimuli and  contingency control - 
were sta ted  as being rarely u sed  un til people were ready to ac t u p o n  
their increased  aw areness and  com m itm ent and  so were em phasised  
in the la te r stages of change (action an d  m aintenance). Evidence 
supporting  the  rela tionsh ip  betw een type of therapeu tic  in terven tion  
an d  client stage of change h a s  been found (e.g. Giovazolias, 2000;
253
Research Dossier
Perz, DiClem ente & C arbonari, 1996; P rochaska, D iClem ente & 
Norcross, 1992; Y ahne & Miller, 1999). These show ed th a t  people in 
earlier stages of change (precontem plation, contem plation  and  
determ ination) favoured n o n -co n fro n ta tio n a l/em pathie in terventions 
w hereas those  in  la te r stages (action, m ain tenance , relapse) favoured 
action-oriented therap ies. In each  stage, there  are  different therapeu tic  
goals requiring  different therapeu tic  approaches. This ind icates th a t  
evaluation p rocedures w ith in  services shou ld  take  acco u n t of the  
clien t’s  individual goals based  on  the ir position in  the  cycle of change.
In addition, Laughton (2000) reported th a t  w hilst c lient variab les were 
frequently exam ined p o s t hoc, they  were often found to  affect 
trea tm en t outcom e. V ariables found to affect trea tm en t outcom e 
included the  acceptability of th e  trea tm en t approach  an d  clien t beliefs 
ab o u t the ir ability to m oderate th e ir drink ing  (Mackenzie, F u n d erb u rk  
& Allen, 1994; Sanchez-C raig, Annis, B om et & M acdonald, 1984) an d  
read iness to change (McMahon & Jo n es , 1996). A nother s tu d y  no ted  
th a t  for clien ts receiving counselling positive outcom e ra tin g s were 
related to the  perceived sim ilarity betw een the ir own etiology beliefs 
an d  those of the ir counsellors (Atkinson, W orthington, D an a  & Good,
1991). Therefore c lien ts’ beliefs ab o u t th e  n a tu re  of th e ir  alcohol 
problem  are likely to be influenced by previous trea tm en t experiences, 
w hich m ay in tu rn  im pact upon  the  so rts  of outcom es th a t  they  value. 
These stud ies indicate th a t  o th er im p o rtan t factors in  outcom e 
evaluation m ay be perceived control a n d  previous trea tm en t As these  
factors have been found to affect the  outcom e of therapy , it w ould be 
of in te res t to explore w hether they affect th e  so rts  of ou tcom es th a t  a re  
valued by people vdth a n  alcohol problem .
The po ten tial utility of a ttend ing  to the  so rts  of outcom es th a t  a re  
valued by clien ts are  first, o u r aim  in  providing psychological
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trea tm en t is to help the  client achieve the ir p a rticu la r goals, therefore 
the in terpretation  of ‘successfu l outcom e’ shou ld  adhere  to the  client’s 
perception of success. Second, certain  client variables have been 
linked with variation in  w hat is cu rren tly  term ed as  successful 
outcom e. For exam ple, the study  conducted  by Mackenzie, 
F underbu rk  & Allen, (1994) found th a t  c lien ts’ beliefs influenced how 
m uch  they were helped by a  type of trea tm en t. Therefore, c lien ts’ 
beliefs abou t w hat so rt of outcom e would be im portan t to them  w hen 
they  en ter therapy  m ay also influence the  success of the  trea tm ent. 
For exam ple, a  client who en te rs  therapy  hoping to lea m  techn iques to 
reduce alcohol in take m ay respond  be tter to an  active trea tm en t th a n  
an  exploratory approach . Therefore, increasing  o u r aw areness of the  
sorts of outcom es th a t  are im portan t to people w ith an  alcohol 
problem  would help p rac titioners to tailor the ir trea tm en t to the  
clients pa rticu lar needs an d  th u s  increase  the  likelihood of a  
successfu l outcom e. Knowing m ore ab o u t the  p a rticu la r variables th a t 
m ay im pact upon  the  so rt of outcom es valued by clients could help 
p ractitioners to be a le rt to the  potential form s of trea tm en t th a t  m ay 
be helpful to the ir client.
[My interest in outcome evaluation w as inspired during m y second year  
research project Listening to the stories o f the people that I  interviewed, I  
w a s given som e insight into the complex treatm ent histories experienced  
by m any o f  m y participants. The fir s t participant I  interviewed w as  
reflecting on his 20  years o f  treatm ent experiences and recalled receiving 
counselling and detoxification at a time where he fe l t  he w a sn 't ready to 
commit to treatment. He said  that i f  a sked  at the time he would have  
said that it had been no help at all. H owever looking back, he sa w  it as  
part o f  a series o f  s teps towards his recovery and s ta ted  that his early 
treatment experiences were essential as they kep t him alive long enough  
to m ake the changes he eventually did. I  thought that this would be the
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sort o f  help that would be very difficult to p ick  up  in evaluation and so  
started to w onder w hat other treatm ent outcomes were valued by this 
client group that m ay not be taken  into account in NHS and  research  
outcome evaluation.
During the rest o f  m y interviews, I  remained acutely in terested in reports 
o f  success or fa ilure o f  various treatments. A s  I  listened to the  
participants describe various sh a d es  o f  success and subtle  nuances o f  
w hat elem ents were helpful, I  thought about the w ay  that outcome had  
been m easured on m y placem ents and in the research I  had read and  
began to contemplate it's inadequacy.
Since m y fir s t year literature review, I  had become interested in the  
inconsistent treatm ent outcomes fo r  people w ith  an  alcohol problem  and  I  
w a s beginning to accrue a list o f  factors that m ay have contributed 
towards the variability o f  outcome. I  had developed an  interest in 
Prochaska and DiClemente's (1982) ^transtheoretical m odel' and  a s  I  
em barked upon a new  placem ent in a  drug and alcohol service and  read  
about motivational interviewing (Miller & Rollnick, 1991) I  w ondered  
about the effect o f  a  clients' motivation and stage o f  change on the  
therapeutic aim s and  outcomes sought.]
R esearch a im s
B ased on  the  lite ra tu re  above, th is  study  aim s to explore th e  issu e  of 
valued outcom es for people w ith alcohol problem s. There a re  two p a rts  
to th is  research  study. The first aim  is to design a  questionnaire  th a t  
will reflect various outcom es of therapy  for people w ith  a n  alcohol 
problem . The second p a rt of the  study  is to u se  th is  questionna ire  to
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ascerta in  the sorts of outcom es th a t are perceived a s  im portan t to 
clients and  to th e rap is ts  according to different stages of change.
Using the d a ta  from the  questionnaires, valued outcom es will be 
explored prim arily w ith reference to two d istinguish ing  features. First, 
the  im portance of various outcom es for people w ith an  alcohol 
problem  will be com pared with psychologists’ ra tings of these 
outcom es for the ir clients in order to d istingu ish  if there  is a  difference 
in  the  sorts of outcom es th a t are perceived a s  im portan t. If a  
difference is apparen t, the  im plication of th is  is th a t  psychologists m ay 
be focusing the ir evaluations of their therapeu tic  w ork in a re a s  tha t, 
w hilst theoretically sound , m ay no t be valued by ■ the ir clients. 
Inform ation ab o u t outcom es th a t are valued by clien ts m ay help to 
improve clinical practice and  m ay provide an  im petu s for service 
evaluations to becom e sensitive to individual c lien ts’ needs an d  aim s.
Second, evaluations of outcom e will be exam ined in rela tion  to the 
c lien t’s stage of change. If a  difference is found betw een the  so rts of 
outcom es valued a t  different stages of change, th is  will confirm  
Prochaska and  D iClem ente’s (1982) research  on the  p rocesses of 
change and  would m ean  th a t fluidity of the  evaluation process would 
be im portan t in o rder to rem ain  attentive to im portan t a reas  of change 
th roughou t the  change process in a  p a rticu la r course of therapy .
In addition, o ther factors th a t have been found to influence trea tm en t 
outcom e (perceived control and  previous treatm ent) will be explored in 
relation to favoured outcom es of therapy. If these  factors are  found to 
be significant in differentiating betw een the  so rts  of outcom es th a t  are 
perceived as im portan t, th is  m ay fu rther o u r u n d e rs tan d in g  a b o u t the 
m an n er in w hich these  factors affect outcom e, the  im plication being 
th a t trea tm en t outcom e is affected by the  so rts  of outcom es valued  by
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clients. Therefore, th is  w ould add weight to the  im portance of 
establish ing  and  a ttend ing  to c lien ts’ personal value system s and  their 
therapeu tic  aim s th ro u g h o u t trea tm en t.
By attending  to the  c lien ts’ voice in  the evaluation process, it is hoped 
th a t  ou r u n d ers tan d in g  abou t the  outcom es of therapy  will be 
im proved and  th a t th is  will con tribu te  tow ards the  im provem ent of 
services.
R esearch q u estion s
A) Do people w ith an  alcohol problem  and  psychologists vaiy  in w hat 
they perceive a s  im portan t outcom es?
B) Does w hat is perceived a s  an  im portan t outcom e va iy  according to 
the  stage of change of the  person  with an  alcohol problem ?
C) Does w hat is perceived as  an  im portan t outcom e vaiy  according to 
the  perceived control of the  person  over the ir alcohol problem ?
D) Does w hat is perceived a s  an  im portan t outcom e vaiy  according to 
the  previous trea tm en t received by the  person  w ith an  alcohol 
problem ?
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M ethod
Participants
The sam ple consisted  of chartered  clinical an d  counselling 
psychologists an d  people w ith a n  alcohol problem . The chartered  
clinical a n d  counselling psychologists were identified via the  Register 
of C hartered  Psychologists (British Psychological Society, 1998/1999) 
u sing  a  random  sam pling strategy (Fife-Schaw, 1995). People w ith an  
alcohol problem  were recru ited  th rough  co n tac ts  m ade in  a n  earlier 
study  (Laughton, 2001) who indicated  th a t  they m ay consider tak ing  
p a rt in  an o th e r study. A dvertisem ents for th is  study  (see appendix  1) 
were also located in a  NHS Com m unity M ental H ealth  Team w aiting 
room, a  NHS in -pa tien t d rug  and  alcohol rehab ilita tion  u n it an d  a  
local au tho rity  drop-in  centre. Inclusion criteria  in  th is  study  for 
psychologists w as th a t  they  m u s t have a t  som e po in t worked w ith  a  
client w hose m ain  or only problem  w as w ith alcohol an d  m u s t be a  
chartered  clinical or counselling psychologist who h ad  worked w ith  a  
client w ith a n  alcohol problem . For people w ith a n  alcohol problem , 
they m u s t perceive th e ir alcohol problem  a s  th e ir m ain  or only 
problem .
Procedure
Partic ipan ts received a n  inform ation le tter outlin ing the  pu rpose  of the  
research  and  in stru c tio n s for com pletion of the  questionnaire  (see 
appendix  2), including inclusion /  exclusion criteria  along w ith th e  
questionnaire  (see appendix  3). They were asked  to re tu rn  th e  
questionnaire  in  a  freepost envelope. These item s were se n t to 300
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psychologists and  10 people with an  alcohol problem . In the locations 
where the study  w as advertised 275 questionnaires were available for 
in terested  persons to take. A fu rth er 15 questionnaires were 
d istribu ted  am ongst volunteers from alcoholics anonym ous by a  
con tact from previous research  (Laughton, 2001).
The research instrum ent
Partic ipan ts were also asked  to fill in  a  questionnaire, w hich w as 
devised by the  a u th o r of th is  study  (see questionnaire  design below). 
The questionnaire  consisted  of th ree  sections. Section one consisted  of 
dem ographic questions (e.g. age, gender, occupation) a n d  som e 
questions ab o u t the ir or their c lien t’s alcohol problem  (e.g. weekly 
alcohol consum ption) and  alcohol rela ted  inform ation identified a s  
im portan t in the  introduction (e.g. previous trea tm en t, perceived 
control). Section two asked  partic ipan ts to com plete a  com m itm ent to 
change algorithm  (Annis, Scober 8s Kelly, 1996; see m easures  below). 
P art three consisted  of the  39 possible outcom es of therapy  generated  
in the  developm ent of the questionnaire  (see questionnaire design  
below). Partic ipan ts were asked  to ra te  the  im portance of th ese  
outcom es on a  five-point Likert scale w ith 1 signifying le a s t  im p o rtan t’ 
and  5 signify ing‘m ost im portan t’.
M easures. All partic ipan ts w e re , asked  to com plete an  ‘a lcohol’ 
com m itm ent to change algorithm  (Annis, Scober 8s Kelly, 1996). This 
so rt questionnaire  classifies pa rtic ipan ts into one of five s tages of 
change (precontem plation, contem plation, determ ination, ac tion  or 
m aintenance) based  on recen t alcohol consum ption , reported in ten tio n  
to change an d  recen t q u it/red u c tio n  a ttem pts. High te s t- re te s t 
reliability h a s  been reported  for th is  m easu re  (Schober & A nnis, 1995).
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The m ain  reason  for choosing th is over o ther m easures of stage of 
change (e.g. S tages of change scales - M cConnaughy, DiClemente, 
P rochaska 8s Velicer, 1989; SOCRATES - Miller 8& Tonigan, 1996; 
R eadiness to change questionnaire  - Rollnick, H eather, Gold 8g Hall,
1992) w as the  speed and  simplicity w ith w hich it can  be com pleted a s  
it w as hoped th a t  th is  m ight encourage partic ipan ts  to complete th e  
questionnaire.
Questionnaire design. The purpose of section th ree  of the  questionnaire  
w as to include a  variety of outcom es of therapy  th a t  m ay reflect 
differences in the  variables being exam ined in  th is study  (e.g. stage of 
change or perceived control). Therefore, the  s ta rting  point for the  
Construction of th is  section w as to generate  a s  m any possible  
outcom es of therapy  as  possible. As I w as in terested  in both outcom es 
th a t m ay be seen as  im portan t to psychologists working in the  NHS 
and  people w ith an  alcohol problem , a  variety of sources were 
exam ined.
Qualitative stud ies on outcom e (e.g. Howe, 1989; Laughton, 2001; 
Monk, 2001) were exam ined in order to identify outcom es perceived a s  
im portan t by clients. F u rther books and  articles were exam ined in  
order to identify outcom es perceived as  im portan t by psychologists 
(e.g. L indsay 85 Powell, 1994; M ackenzie, F u n d erb u rk  85 Allen, 1994; 
McMahon 8s Jo n es, 1996; Miller 85 Rollnick, 1991; Rafferty, 2001; 
Rosenburg, 1993; Vaillant 8s H iller-Sturm hofel, 1996). The outcom es 
generated  by these  lite ra tu re  searches were m ainly generic outcom es 
of therapy  w ith som e alcohol-related outcom es.
Considering one of the  m ain research  questions rela ted  to stage of 
change, it w as decided to add stage specific outcom es to the  list. 
V arious articles relating to stage specific aim s of therapy  were
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exam ined (Berger, 1999; Bodypositive, 2002; E ducational R esources 
Inform ation Center, 2002; P rochaska & DiClem ente, 1982; P rochaska  
& DiClemente, 2002; Velicer, Prochaska. Fava, Norm an 8g Redding, 
1998; W esterm eyer, 2002) and  fu rth er outcom es of therapy  were 
adap ted  from th is  inform ation. The final list of outcom es according to 
their source is listed in appendix 4.
Questionnaire pilot s tu d y
A list of the  39 identified therapeu tic  outcom es w as d istribu ted  to 4cey 
in fo rm ants’ w ith a  working knowledge of P rochaska  & D iClem ente’s 
(1982) stages of change model. They were asked  to provide feedback 
regarding the  com prehensibility  and  validity of the  outcom es included 
and  any o ther a reas  th a t m ay need to be covered. In addition, they  
were asked  to evaluate if any of the  outcom es were particu larly  
associated  w ith a  stage of change in order to provide fu rther validation 
of those outcom es selected as relevant to p a rticu la r stages of change.
Feedback w as received from two social w orkers, one com m unity  
psychiatric n u rse , one d rug  and  alcohol team  leader, one counsellor, 
two counselling psychologists and  th ree  clinical psychologists. No 
changes were suggested  to the wording of outcom es or adding  or for 
removing any item s. In term s of outcom es rela ting  to pa rticu la r stages 
of change, 13 o u t of the  20 outcom es re la ting  to stage of change were 
classified in accordance w ith the  lite ra tu re . W ith regard to the  seven 
item s th a t were no t classified in accordance w ith the  lite ra tu re , the  
m ean scores were exam ined. Six item s were very close to the  c u t off 
poin t betw een early and  late stages of change. One outcom e - foeing 
more aw are of the  effect my drinking h a s  on o ther people’ - th a t  w as 
reported in the  lite ra tu re  as a  late stage outcom e w as classified a s  a
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contem plation item  in the  pilot study. This indicates th a t the  
in terp reta tion  of these  outcom es w ith reference to their associated 
stage of change should  be carefully considered. The final questionnaire  
w as show n to those parties who took p a rt in  its  construction  and their 
feedback regarding the wording of th ree  item s w as incorporated.
Data analysis
R esults of the  study  were en tered  into SPSS for analysis. The d a ta  
were th en  analysed  using  t-te s ts , analysis of variance (ANOVA) an d  
d iscrim inan t function analysis (DFA) w hich allows the  u se  of m ultiple 
dependent variables (e.g. outcom es) to d iscrim inate betw een groups 
(e.g. psychologists/people w ith an  alcohol problem ; stage of change).
DFA is a  m ultivariate  technique th a t analyses the  contribution  of the  
predictor variables sim ultaneously , ra th e r  th a n  one a t  a  time as  in  
univariate  analyses, and  th u s  includes inform ation on their in te r­
relationships. This is an  appropria te  technique w hen the criterion 
variables (e.g. psychologists or people w ith an  alcohol problem) are 
discrete ra th e r  th a n  con tinuous. The stepw ise rhethod of DFA 
autom atically  begins with the  predictor variable th a t  con tribu tes the  
m ost to the  classification of groups (determ ined by F  values), w hilst in 
each su b seq u en t step  the predictor variable w ith the  sm allest Wilks 
Lam bda  is selected un til inclusion  of fu rth e r variables fails to 
contribute to the  classification accuracy. Therefore, item s included in 
the function are those th a t b est differentiate betw een the  groups.
W hilst no special problem s of u n eq u a l group size an d  m ultivariate  
norm ality are encountered  w hen u sing  DFA (Tabachnick 85 Fidell, 
2001), outliers are  problem atic an d  m ay re su lt in m isclassification.
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W hilst exploratory analyses indicated five outliers in those variables 
u sed  in the DFA analyses (see appendix  5), these were left in the 
analyses. W hilst th is  provides a  m ore conservative classification 
accuracy, the  resu lts  are m ore represen tative  of the  sam ple da ta  
(R ichards/Johnson , Collins & Wood, 2002).
An assum ption  of DFA is th a t  ‘the sam ple size of the  sm allest group 
should  exceed the  n um ber of predictor variab les’ (Tabachnick & Fidell, 
2001, p .461). As the  questionnaire  w as inclusive of all outcom es 
identified in the  construction  of the  questionnaire , the  n u m b er of 
potential predictor variables to include in  the  analyses w as h igher 
th a n  the n u m b er of pa rtic ipan ts in the  sm allest group. In cases such  
as  th is, T abachnick  and  Fidell (2001) suggest picking the  dependen t 
variable (e.g. outcome) ‘with the  sm allest expected difference th a t  you 
w ant to show sta tistica l difference’ (p.329). Therefore, t- te s ts  and  
ANOVAs were applied in order to estab lish  outcom es th a t received 
significantly different ratings according to partic ipan t grouping. These 
were selected o u t and  u sed  in the  DFA w here the  b est classification 
betw een groups w as created o u t of these  p a rticu la r outcom es.
Two cases were removed from the analyses due to  extensive m issing  
data . Rem aining m issing d a ta  were estim ated  using  m ean substitution  
a s  th is is a  conservative m ethod of trea ting  m issing d a ta  and , a s  there  
w as veiy little rem aining m issing da ta , variance w as no t adversely 
affected (Tabachnick & Fidell, 2001).
[Follouring m y qualitative research I  expected the quantitative p iece to 
fe e l effortless. I  w as not prepared fo r  the amount o f  w ork that would go 
into preparing the questionnaire. This part o f  the research took m uch  
longer than I  anticipated and I  w as anxious about time running out. Not 
only did I  spend  a long time choosing the outcomes fo r  the questionnaire,
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but also m aking sure the wording w a s understandable and  find ing  a lay  
out that might improve the appeal o f  the questionnaire were more difficult 
than I  anticipated. Through supervision and informal d iscussion  I  
completed the construction o f  the questionnaire and fe l t  that the w orst 
w a s over.
However, again I  had expected recruitment fo r  this s tu d y  to be a great 
deal easier than fo r  m y qualitative s tu d y  w here I  had been a sk ed  people  
to give up  at least an  hour o f  their time. A s  a starting point, I  had the  
a ddresses and telephone num bers o f  m any o f  the participants from  m y  
previous s tu d y  who had sa id  that I  could contact them  to take  part in  
another study. In part, I  w a s looking forw ard  to speaking  to these  
participants again a s  I  had enjoyed m y time sp en t w ith  them  previously. 
However, a part o f  me w a s wary: w hat i f  they had experienced a se t  
back in their alcohol problem? Though I  w a s slightly anxious, the notion 
o f  relapse o s  part o f  the cycle o f  change helped me to gain perspective. I  
talked to fo u r  previous participants, received a letter from  one and  w a s  
unable to contact one. All o f  the participants I  ta lked to were positive  
about the year that had p a ssed , even one person  who had  decided that 
the NHS treatm ent sh e  had been receiving w a s unhelpful and had  m ade  
the decision to change by herself. All o f  these  people encouraged m e in 
m y research and completed a questionnaire.
The m ost s tressfu l part o f  th is research s tu d y  w a s recruiting 
participants. I  w a s expecting a 33.3% response rate to the questionnaires 
that I  sen t out to the clinical and counselling psychologists (Fife-Schaw, 
1995). Whilst envelops were being returned about one third o f  these  
were uncompleted questionnaires w ith  a  note attached stating tha t they  
were sorry, but they  had not w orked w ith a client w ith  an  alcohol 
problem. Recruiting people w ith an  alcohol problem  w a s even harder. 
Whilst I  had advertised m y s tu d y  in a  variety o f  locations, I  w a s
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receiving very fe w  completed questionnaires. Yet w hen  I  telephoned one 
o f  these  locations I  w a s informed that m any people had collected a 
questionnaire and  sa id  that they had returned it. Though there w a s  a  
completion date on the questionnaire, out o f  desperation, I  de layed  m y  
analysis and  se n t m essages to se n d  questionnaires a s  soon a s possible. 
When I  could not p u t o f f  the analysis any  fu rther I  had  a small, but 
workable sam ple o f  52 participants].
R esu lts
Demographic composition o f  sam ple
Table 1 sum m arises th e  dem ographic charac teristics of th e  two groups 
of partic ipan ts . Fifty-two p a rtic ip an ts  re tu rn ed  th e  questionnaire  
(8.7% response rate): 22 (42.3%) were m ale and  30 (57.7) were female. 
R esponse ra te s  for people w ith a n  alcohol problem  (PWAP) were 
com parable, w hilst there  were m ore fem ales th a n  m ales in  th e  
psychologist group. Only one of th e  52 p a rtic ip an ts  (3.8%) described  
them selves a s  b lack  C aribbean, w hilst 51 (98.1%) described
them selves a s  white. The m ajority of pa rtic ip an ts  (44.2%) reported  
being m arried  or living w ith a  pa rtner. This figure w as h igher for the  
psychologists (69.2%) th a n  th e  PWAP (19.2%). Those in  th e  PWAP 
group reported a  range of qualifications an d  occupations w h ilst all 
those in  the  psychologist group h a d  com pleted a  p o st-g radua te  
qualification an d  were working a s  professional psychologists.
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Table 1. S um m aiy  of p a rtic ip an ts ' dem ographic details
Psychologists 
(N = 26)
PWAP (N = 
26)
Total (N = 
52)
Age (years) 3 Mean 44.8 42.9 43.9
Range 26-66 20-80 20-80
Sex Male 8 (30.8%) 14 (53.8%) 22 (42.3%)
Female 18 (69.2%) 12 (46.2%) 30 (57.7%)
Ethnicity White 25 (96.2%) 26 (100.0%) 51 (98.1%)
Black Caribbean 1 (3.8%) 0 (0.0%) 1 (1.9%)
Marital status Single 6(23.1% ) 12 (46.2%) 18 (34.6%)
Married/living together 18 (69.2%) 5 (19.2%) 23 (44.2%)
Divorced /  separated /  widowed 2 (7.7%) 9 (34.6%) 11 (21.2%)
Children^ Mean 1.5 0.7 1.1
Range 0-4 0-3 0-4
Qualification None 0 (0.0%) 9 (34.6%) 9 (17.3%)
‘OVG .C.S.E/A’ level 0 (0.0%) 10 (38.5%) 10 (19.2%)
Diploma/degree 0 (0.0%) 6(23.1% ) 6 (11.5%)
Postgraduate 26 (100.0%) 1 (3.8%) 27 (51.9%)
Occupation^ Unemployed 0 (0.0%) 7 (28.0%) 7 (13.7%)
Manual 0 (0.0%) 12 (48.0%) 12 (23.5%)
Clerical/semi-professional 0 (0.0%) 6 (24.0%) 6 (11.8%)
Professional 26 (100.0%) 0 (0.0%) 26 (51.0%)
Alcohol related inform ation (see Table 2) revealed a n  average of 52 
u n its  per week consum ed by people w ith an  alcohol problem  (range 0- 
224 units). The level of consum ption  w as lower for the  PWAP group 
(35.3 units) th an  the  clients identified by the  psychologist group (68.7 
units). The psychologist group reported  th a t  their clients h a d  received 
less previous AA trea tm en t (7.7%) th a n  none or o th er previous 
trea tm en t (53.8%; 38.5% , respectively). For the PWAP group  the  
reverse w as true  with the m ajority (46.2%) having previously received 
AA trea tm en t and  fewer having received none or o ther previous 
trea tm en t (19.2%; 34.6%, respectively).
3 Missing data (N=l)
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In term s of control, m ost of those in the  PWAP group reported  th a t 
they  did no t feel th a t they h ad  control over their alcohol problem  
(61.5%), w hilst the opposite w as tru e  of the  psychologist group who 
reported th a t the  m ajority of the ir clients did feel th a t they h ad  control 
over the ir alcohol problem  (92.3%). Reduction of or control over their 
alcohol consum ption  w as the  m ost com m on aim  of the  clients 
identified by the psychologist group (56.0%). For the  PWAP group a  
variety of aim s including addressing  underlying issu es (58.3%) were 
frequently cited.
Clients identified by psychologists were m ostly in the  earlier stages of 
change, such  as precontem plation (34.6%) or determ ination  (38.5%). 
For the  PWAP group, the m ajority of partic ipan ts were in th e  la ter 
stage of m ain tenance  (53.8%).
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Table 2. Inform ation relating  to clien ts' alcohol problem
Psychologists (N = 
25)
PWAP (N = 14) Total (N= 
39)
Weekly alcohol 
intake (units)
Mean 68.7 35.3 52.0
Range 0-224 0-150 0-224
Previous
treatment
None 14 (53.8%) 5(19.2%) 19 (36.5%)
AA 2 (7.7%) 12 (46.2%) 14 (26.9%)
Other 10 (38.5%) 9 (34.6%) 19 (36.5%)
Theoretical^
orientation
Cognitive /  behavioural 6(23.1%) 7 (28.0%) 13 (25.5%)
Psychodynamic 1 (3.8%) 6 (24.0%) 12 (23.5%)
Integrative 8 (30.8%) 0 (0.0%) 7 (13.7%)
Mixed 7 (26.9%) 4 (16.0%) 8 (15.7%)
Other 4 (15.4%) 8 (32.0%) 11 (21.6%)
Control Yes 26 (92.3%) 10 (38.5%) 34 (65.4%)
No 2 (7.7%) 16 (61.5%) 18 (34.6%)
Aim^ Abstinence 4 (16.0%) 5 (20.8%) 9 (18.4%)
Reduce/control 14(56.0%) 5 (20:8%) 19 (38.8%)
Underlying/ other 7 (28.0%) 14 (58.3%) 21 (42.9%)
Specific stage Precontemplation 9 (34.6%) 5 (19.2%) 14 (26.9%)
Contemplation 1 (3.8%) 4 (15.4%) 5 (9.6%)
Determination 10 (38.5%) 2 (7.7%) 12 (23.1%)
Action 4(15.4%) 1 (3.8%) 5 (9.6%)
Maintenance 2 (7.7%) 14 (53.8%) 16 (30.8%)
General stage Early stages of change 20 (76.9%) 11 (42.3%) 31 (59.6%)
Late stages of change 6 (23.1%) 15 (57.7%) 21 (40.4%)
Differences in favoured  outcomes o f  treatm ent according to group. 
Initially, independent-sam ples t- te s ts  were perform ed in order to 
explore w hether there were significant differences betw een m ean  
scores. Significant resu lts  and  those approach ing  significance are 
show n in Table 3 (full resu lts  see appendix  6). This ind icated  a  
significant effect for 10 outcom es.
m issing data = 1 
5 m issing data =3
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Table 3 . R esu lts of independen t-sam ples t- te s t for outcom e 
categorised by group.
Outcome Psychologist
Mean
People with an alcohol 
problem mean
Sig.
Q1 ‘cope better’ 4.04 4.54 0 .059
Q3 ‘less guilt’ 2 .38 3.42 0 .016
Q4 ‘understand self ’ 3.08 4.35 0.000
Q5 ‘feeling about risks’ 2.88 3.81 0.015
Q9 ‘resist first drink’ 3.19 4.27 0.002
Q12 ‘abstinence’ 2 .69 4.15 0 .000
Q15 ‘want to change’ 3.04 4.08 0 .006
Q23 ‘accept problem’ 3.27 4.04 0.035
Q27 ‘effect on others’ 3.19 3.96 0 .015
Q36 ‘learn from others’ 2 .88 3.85 0 .004
In order to estab lish  w hich of the  outcom es could acco u n t for group 
m em bership  betw een PWAP an d  psychologists, th ese  ou tcom es were 
subjected to DFA (see appendix  7 for full results). The re su lt ind icated  
a  significant d iscrim inan t function (Wilks’ A,=0.60, x^=24.72, p<0.001).
Only outcom e Q4 'Understanding m y se lf  b e tte f  and  Q12 ‘Drinking no 
alcohol a t alV were included in  th e  analysis. These ou tcom es bo th  
contribu ted  significantly to th e  d iscrim inan t function, w ith  Q4 
'u n d ers tan d  self ’ providing the  largest coefficient.
The s tru c tu re  m atrix  of pooled w ith in-groups correlations betw een 
discrim inating variables an d  standard ized  canonical d isc rim in an t 
functions (Table 4) ind icates th a t bo th  these  item s correlate positively 
w ith the  d iscrim inan t function. This w as because  these  ou tcom es were 
bo th  ra ted  a s  m ore im portan t by the  PWAP group (see tab le  3).
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Table 4 . S tru c tu re  m atrix  of outcom es loading on  function  1
Scoring indices Function 1
Q4 ‘understand se lf 0.73
Q5a ‘feeling about risks’ 0 .69
Q12 ‘abstinence’ 0 .68
Q9a ‘resist first drink’ 0.55
Q3a ‘less guilt’ 0 .50
Q23a ‘accept problem’ 0.45
Q15a ‘want to change’ 0.44
Q 36a ‘learn from others’ 0.43
Q27a ‘effect on others’ 0.21
Q la ‘cope better’ 0.20
Variables ordered by absolute size of correlation within function, 
a This variable not used in the analysis.
The classification accuracy  of th e  variables predicting  group 
m em bership  is p resen ted  in  Table 5. Of these , the  h ighest accuracy  of 
prediction w as for the  psychologist group (80.8%). Prediction for th e  
PWAP group w as 73.1% . The overall classification accuracy  of th e  tv^o 
predictor variables w as 76.9% .
Table 5 . Classification accuracy  of outcom e for group m em bersh ip
Group Cases Predicted groun membership 
Psychologist PWAP
Total
Actual grouD Psychologist 26 21 5 26
(80.8%) (19.2%) (100%)
PWAP 26 7 19 26
(26.9%) (73.1%) (100%)
76.9% of original grouped cases correctly classified.
In o rder to  estab lish  th e  ex ten t to  w hich th is  classification exceeds 
th a t  expected by chance, they are com pared w ith th e  expected group 
m em bership  based  on probabilities calcu lated  from th e  existing group
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size. Table 6 sum m arises th e  probability of group m em bership  an d  
expected accuracy  of correct classification by chance.
Table 6. C lassification accuracy  of outcom e for group m em bership  
expected by chance
Group Cases Prior probability No. correctly classified expected by chance
Psychologist 26 0.500 13
PWAP 26 0.500 13
Overall 26 cases (50.0%) w ould be expected to be correctly classified 
by chance. The to ta l classification accuracy  w as substan tia lly  g rea ter 
(26.9% more) using  Q4 ^understand se lf  a n d  Q12 'ab stinence’ th a n  
classification based  on chance. Prediction of the  psychologist group 
w as 30.8%  m ore accu ra te  a n d  prediction of PWAP w as 23.1%  m ore 
accu ra te  u sin g  the  two outcom es.
Difference in favoured  outcome according to stage o f  change. D ue to the  
lim ited sam ple size, individual stages of change were sep ara ted  in to  
'early’ an d  la te ’ stages for com parison a s  in  previous s tu d ies  a n d  
books (e.g. Schm id & Gmel, 1999; Velasquez, M aurer, C rouch  & 
DiClemente, 2001). Initially independen t sam ples T -tests were 
perform ed in order to explore if there  were significant differences 
betw een m ean  scores. Significant re su lts  a re  show n in  Table 7 (for 
com plete resu lts  see appendix  8). This indicated  a  significant effect for 
five outcom es.
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Table 7. R esults o f independen t-sam ples T -test for outcom e 
categorised by stage of change.
Outcome Early stage Mean Late stage mean Sfg
Q1 ‘cope better’ 4 .00 4.71 0.003
Q4 ‘understand se lf 3 .39 4.19 0.022
Q18 ‘environment help resist’ 3.81 2.86 0.017
Q19 ‘reward se lf 3 .55 2.52 0 .004
Q25 ‘environment less reminders’ 3.32 2.14 0 .000
In order to  estab lish  w hich of th e  outcom es could acco u n t for group 
m em bership  betw een early stage an d  late  stage these  outcom es were 
subjected  to  DFA (see appendix  9 for full results). The re su lt ind icated  
a  significant d iscrim inan t function (Wilks’ 1=0.61, x^=24.47, p<0.001).
Only outcom e Q25 ‘Having changed m y environment so  that there are 
less things that remind me o f  drinking' an d  'Q4 ‘Understanding m y se lf  
b e tte f  were included in  th e  analysis. These outcom es bo th  con tribu ted  
significantly to the  d iscrim inan t function  w ith Q25 'environm ent less 
rem inders’ providing th e  largest coefficient.
The s tru c tu re  m atrix  of pooled w ith in-groups correlations betw een 
d iscrim inating  variables a n d  standard ized  canonical d iscrim inan t 
functions (Table 8) ind icates th a t  Q25 'environm ent less rem in d ers’ 
correlate positively w ith the  d iscrim inan t function, w hilst Q4 
'u n d e rs tan d  se lf  h a s  a  negative correlation w ith th e  function. This w as 
because partic ipan ts in the  early stages of change ra ted  Q25 
'environm ent less rem inders’ a s  m ore im portan t th a n  those  in  th e  late  
stages of change. W hereas, pa rtic ip an ts  in  the  late stages of change 
ra ted  Q4 'u n d ers tan d  se lf  a s  m ore im portan t th a n  those  in  th e  early 
stages of change (see table 7).
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Table 8 . S tru c tu re  m atrix  of outcom es loading on  function  1
Scoring indices Function 1
Q25 ‘environment less reminders’
Q4 ‘understand se lf
Q18a ‘environment help resist’
Q la  ‘cope better’
Q19a ‘reward se lf
0.71  
-0 .4 2  
0.38  
- 0 .24  
0.23
Variables ordered by absolute size of correlation within function, 
a This variable not used in the analysis.
The classification accuracy  of th e  variables p redicting  group 
m em bership  is p resen ted  in  Table 9. Of these, th e  h ighest accuracy  of 
prediction w as for early stage group (83.9%). Prediction for the  late 
stage group w as 76.2% . The overall classification accuracy  of the  two 
predictor variables w as 80.8% .
Table 9 . Classification accuracy  of outcom e for stage of change
Group Cases Predicted groun membershin 
Early stages Late stages
Total
Actual groun Earlv stages 31 26 5 31
(83.9%) (16.1%) (100%)
Late stages 21 5 16 21
(23.8%) (76.2%) (100%)
80.8% of original grouped cases correctly classified
As noted  previously, these  re su lts  can  be b e tte r u n d ers to o d  by 
com paring them  to the  group m em bership  expected by chance. Table 
10 sum m arises the  probability of group m em bership  an d  expected 
accuracy  of correct classification by chance.
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Table 10 . C lassification accuracy  of outcom e for stage of change 
expected by chance
Group Cases Prior probability No. correctly classified expected by chance
Early stages 31 0.500 15.5
Late stages 21 0.500 10.5
Overall 26 cases (50.0%) w ould be expected to  be correctly classified 
by chance. The to ta l classification accuracy  w as substan tia lly  greater 
(30.8%  more) u sing  Q25 'environm ent less rem inders’ a n d  Q4 
'u n d erstan d  se lf  th a n  classification based  on  chance. Prediction of the  
early stage group w as 33.9%  m ore accu ra te  an d  prediction of late  
stage group w as 26.2%  m ore accu ra te  u sing  the  two outcom es.
Differences fo u n d  in relation to control Initially independen t sam ples T- 
te s ts  were perform ed in  order to explore w hether there  were significant 
differences betw een m ean  scores. S ignificant re su lts  a re  show n in  
Table 11 (for com plete re su lts  see appendix  10). This ind icated  a  
significant effect for four outcom es.
Table 11. R esults of independen t-sam ples T-test for outcom e 
categorised by perceived control.
Outcome Control Mean No control mean
Q9 ‘resist first drink’ 3.41 4.33 0.011
Q12 ‘abstinence’ 2.82 4.55 0.000
Q16 ‘control’ 3.59 2.33 0.007
Q19 ‘reward se lf 3.41 2.61 0.064
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In order to  estab lish  w hich of th e  outcom es could acco u n t for group 
m em bership  betw een control an d  no  control, th ese  outcom es were 
subjected to DFA (see appendix  11 for full results). The re su lt 
indicated a  significant d iscrim inan t function  (Wilks’ 1=0.65, x^=21.27,
p<0.001).
Only outcom e Q12 ‘Drinking no alcohol a t alV an d  Q16 ‘Feeling more in 
control o f  m y drinking’ were included in the  analysis. These outcom es 
bo th  con tribu ted  significantly to the  d iscrim inan t function  w ith Q12 
'abstinence’ providing th e  largest coefficient.
The s tru c tu re  m atrix  of pooled w ith in-groups correlations betw een 
discrim inating  variables an d  standard ized  canonical d isc rim inan t 
functions (Table 12) ind icates th a t  Q12 'abstinence’ correlates 
positively w ith the  d iscrim inan t function, w hilst Q16 'contro l’ h a s  a  
negative correlation w ith  th e  function. This w as because  p a rtic ip an ts  
who perceived th a t  they  h ad  no  control over the ir drink ing  ra ted  Q12 
'abstinence’ a s  m ore im portan t th a n  those  w ho perceived th a t  they  did 
have control over th e ir drinking. W hereas, those  who perceived th a t  
they h ad  control over the ir d rink ing  ra ted  Q16 'contro l’ a s  m ore 
im portan t th a t  those  who perceived th a t  they  h ad  no contro l over th e ir 
d rinking  (see tab le  11)
Table 12. S tru c tu re  m atrix  of outcom es loading on function  1
Scoring indices Function 1
Q12 ‘abstinence’ 0.87
Q16 ‘control’ - 0.62
Q 19a ‘reward se lf - 0.26
Q9a ‘resist first drink’ 0.25
Variables ordered by abso ute size of correlation within function.
a This variable not used in the analysis.
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The classification accuracy  of th e  variables predicting group 
m em bership  is  p resen ted  in  Table 13. Of these, the  h ighest accuracy  of 
prediction w as for no  contro l group (83.3%). Prediction for th e  control 
group w as 73.5% . The overall classification accuracy  of th e  two 
predictor variables w as 76.9% .
Table 13. Classification accuracy  of outcom e for perceived control
Group Cases Predicted groun membershin 
Control No control
Total
Actual groun Control 34 25 9 34
(73.5%) (26.5%) (100%)
No control 18 3 15 18
(16.7%) (83.3%) (100%)
76.9% of original grouped cases correctly classified.
As noted  previously, these  re su lts  can  be be tter understood  by 
com paring them  to the  group m em bership  expected by chance. Table 
15 sum m arises the  probability of group m em bership  an d  expected 
accuracy of correct classification by chance.
Table 14. C lassification accuracy  of outcom e for perceived control 
expected by chance
Group Cases Prior probability No. correctly classified expected by chance
Control 34 0.500 17.0
No control 18 0.500 9.0
Overall, 26 cases  (50.0%) w ould be expected to be correctly classified 
by chance. The to ta l classification accuracy  w as substan tia lly  g rea ter 
(26.9% more) using  Q12 'ab stinence’ an d  Q16 'contro l’ th a n
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classification based  on chance. Prediction of th e  no  control group w as 
33.3%  m ore accu ra te  an d  prediction of control group w as 23.5%  m ore 
accu ra te  u sing  the  two outcom es
Differences fo u n d  in relation to previous treatm ent P a rtic ipan ts  who 
h ad  previously a tten d ed  AA were highly rep resen ted  in  th is  study , 
w hereas there  w as a  broad range of o ther previous trea tm en ts  th a t  
p a rtic ip an ts  h a d  experienced. In order to com pare roughly each  group 
sizes for previous trea tm en t the  com parison w as betw een those  who 
h ad  h ad  no  previous trea tm en t, those  w ho h a d  a ttended  AA a n d  those  
who h ad  experienced 'o ther’ form s of trea tm en t including  in -p a tien t 
detoxification, counselling or m edication. Initially one-w ay ANOVAs 
were perform ed in  order to explore if there  were significant differences 
betw een m ean  scores. Significant re su lts  a re  show n in  Table 15 (for 
com plete re su lts  see appendix  12). This indicated  a  significant effect 
for n ine outcom es.
Table 15. R esults of one-way ANOVA for outcom e categorised by 
previous trea tm en t
Outcome No previous 
Treatment Mean
AA
mean
Other
mean
Sig
Q1 ‘cope better’ 4.05 4.93 4.05 0.011
Q8 ‘old se lf 2.26 2.43 3.47 0.018
Q12 ‘abstinence’ 2.47 4.64 3.47 0 .000
Q16 ‘control’ 3.63 1.86 3.63 0 .000
Q17 ‘psychometric m easures’ 1.74 1.29 2.02 0.001
Q18 ‘environment help resist’ 3.53 2.43 4.05 0.001
Q19 ‘reward se lf 3.58 1.86 3.63 0.000
Q25 ‘environment less reminders’ 2 .84 1.93 3.53 0 .000
Q38 ‘rewards from others’ 3 .47 2.14 3.21 0 .012
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In order to estab lish  w hich  o f th e  outcom es could acco u n t for group 
m em bership  betw een th e  th ree  previous trea tm en ts , th ese  outcom es 
were subjected to DFA (see appendix  13 for full results). The re su lt 
indicated  two significant d iscrim inan t functions: function  1 (Wilks’ 
1=0.28, x "=60 .90 , p <0 ,000); function  2 (Wilks’ 1=0.81, x"=10*32,
p<0.016).
O utcom es Q19 ‘Being able to reward m y se lf  w hen  I  am  happy w ith m y  
drinking behaviou f, Q12 ‘Drinking no alcohol a t all\ Q1 ‘Being able to 
cope better w ith m y life a s  it is ’ an d  Q17 ‘Scoring lower on 
questionnaires tha t m easure d is tre ss / alcohol dependence' w ere 
included in th e  analysis. These outcom es bo th  con tribu ted  
significantly to  th e  d iscrim inan t function  w ith  Q19 'rew ard s e lf  
providing the  largest coefficient.
The s tru c tu re  m atrix  of pooled vd th in-groups co rrelations betw een 
d iscrim inating variables an d  standard ized  canonical d isc rim in an t 
functions (Table 16) ind icates th a t, in  relation  to function  one, Q12 
'abstinence’ and  Q1 'cope b e tte r’ correlate positively w ith  th e  
d iscrim inan t function , w hilst Q19 'rew ard se lf  a n d  Q17 'psychom etric 
m easu res’ correlate negatively w ith th e  d iscrim inan t function . In 
relation to function  two, Q19 'rew ard self, Q12 'ab stinence’ a n d  Q17 
'psychom etric m ea su re s’ correlate positively^ vdth  th e  d isc rim in an t 
function, w hilst Q1 'cope b e tte r’ correlates negatively w ith  th e  
d iscrim inan t function. F unction  one w as b est p redicted  by Q19 
'reward se lf  and  Q1 'cope be tte r’, bo th  of w hich differentiate th e  AA 
group from th e  o ther two types of previous trea tm en t (see tab le  15). 
The AA group ra ted  Q1 'cope b e tte r’ a s  m ore im p o rtan t a n d  Q19 
‘rew ard se lf  a s  less im portan t th a n  th e  o ther two groups. F unction
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two w as b est predicted by Q17 'psychom etric m ea su re s’ a n d  Q12 
'abstinence’, w hich ap p ea r to  differentiate betw een all th ree  groups 
(see table 15). The AA group ra ted  Q12 'abstinence’ a s  m ore im portan t 
th a n  th e  'o ther’ group, w ho ra ted  it a s  m ore im portan t th a n  th e  no 
previous trea tm en t group. The 'o ther’ group ra ted  Q17 'psychom etric 
m easu res’ a s  m ore Im portan t th a n  th e  no  previous trea tm en t group, 
who ra ted  it a s  m ore im portan t th a n  th e  AA group.
Table 16. S tru c tu re  m atrix  of outcom es loading on  function  1 a n d  2
Scoring indices Function 1 Function 2
Q19 Teward se lf - 0.55* 0 ,05
Q 18a ‘environment help resist’ - 0.44* -0 .0 1
Q1 ‘cope better’ 0.33* - 0 .00
Q16a ‘control’ - 0.32* -0 .1 3
Q 38a ‘rewards from others’ -0 .2 5 * 0.15
Q17 ‘psychometric m easures’ -0 .2 8 0.85*
Q12 ‘abstinence’ 0.43 0.68*
Q25a ‘environment less  reminders’ - 0 . 1 7 0.24*
QSa ‘old se lf 0 .03 0.07*
Variables ordered by absolute size of correlation within function.
* Largest absolute correlation between each variable and any discriminant function 
a  This variable not used in the analysis.
The classification accuracy  of th e  variables predicting group 
m em bership  is  p resen ted  in  Table 17. Of these , th e  h ighest accu racy  of 
prediction w as for th e  alcoholics anonym ous (AA) group (85.7%). 
Prediction for the  no  previous trea tm en t group w as 68.4% , w hilst 
prediction for th e  o ther group w as 52.6% . The overall classification 
accuracy  of the  th ree  predictor variab les w as 63.7% ,
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Table 17. Classification accuracy  of outcom e for previous trea tm e n t
Group Cases Predicted groun membershin 
No previous AA Other
Total
Actual No previous 19 13 1 5 19
Groun (68.4%) (5.3%) (26.3%) (100%)
AA 14 0 12 2 14
(0.0%) (85.7%) (14.3%) (100%)
Other 19 7 2 10 19
(36.8%) (10.5%) (52.6%) (100%)
63.7% of original grouped cases correctly classified.
Table 18 sum m arises th e  probability^ of group m em bersh ip  an d  
expected accuracy  of correct classification by chance.
Table 18. Classification accuracy  of outcom e for previous trea tm e n t 
expected by chance
Group Cases Prior probability No. correctly classified expected by chance
No previous 19 0.333 6.3
AA 14 0.333 4.7
Other 19 0.333 6.3
Overall 17.3 cases (33.3%) would be expected to be correctly classified 
by chance. The to ta l classification accuracy  w as su b s tan tia lly  g rea ter 
(30.4% more) u sing  Q19 'reward self, Q12 'abstinence’, Q1 'cope 
b e tte r’ an d  Q17 'psychom etric m easu re s’ th a n  classification b ased  on  
chance. Prediction of th e  AA group w as 52.4%  m ore accu ra te , 
prediction of no previous trea tm en t group w as 35.1%  m ore accu ra te  
an d  prediction for the  o ther group w as 19.3% m ore u sing  th e  four 
outcom es.
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Discussion
Interpretation o f results
Demographic and  alcohol related information. W hilst those  p resen ting  
for trea tm en t for add ic tions a re  u sua lly  m ale (Grella & Jo sh i, 1999), in  
th is  study  the  percentage of m ale a n d  female partic ip an ts  in  the  PWAP 
group w as sim ilar. However, a s  m any  of these  p a rtic ip an ts  were 
recru ited  from non-NHS se ttings a n d  m any  h a d  n o t received any  
previous trea tm en t, th is  population  m ay be different to those  generally 
studied. There were m ore fem ales th a n  m ales in the  psychologist 
group, w hich ap p ea rs  to correlate w ith dem ographic inform ation a b o u t 
those  who em bark  u p o n  careers in  clinical an d  counselling psychology 
(e.g. Q uin tan illa  & Diaz, 1995; W ork fu tu res, 2000).
C lients identified by psychologists were reported a s  having a  h igher 
weekly consum ption  o f alcohol, less previous con tac t ud th  AA a n d  
m ore perceived control over the ir alcohol problem  th a n  th e  PWAP 
group. This again  m ay relate to the  so rts  of c lien ts w ho p resen t for 
NHS trea tm en t. It seem s likely th a t  people w ith h igher alcohol 
consum ption  m ay be m ore likely to  p re sen t for psychological trea tm e n t 
th a n  those  who d rink  less. AA is often seen  a s  a n  a lternative  to  NHS 
help  a n d  n u m ero u s  differences in  th e  lynpe of help  offered by th ese  two 
form s of trea tm en t m ay m ean  th a t  th e  so rts  of people th a t  a tte n d  AA 
are  different to those  who w ould engage in  psychological therapy  
offered by the  NHS. This difference m ay be partly  accoun ted  for by th e  
g roups’ difference in  perceived control. Those who a tten d  AA are  
encouraged to adm it th a t  they a re  pow erless over alcohol (Alcoholics 
A nonym ous world services INC., 1953), w hereas m any psychological 
trea tm en ts  em phasise  tra in ing  in  self-control (e.g. Miller, Leckm an, 
Delaney & Tinkcom, 1992). It is unclear, however, if it is the  perceived
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control o f a  person  w ith  à n  alcohol problem  th a t  d irects th e  so rt of 
trea tm en t th a t  they  em bark  upon  or if it is th e  perception of control 
in h eren t in  th e  trea tm en t app roach  th a t  affects the  c lien ts’ perception 
of the ir control over alcohol. The la tte r  seem s likely for those  w ho have 
sp e n t som e tim e in  a  previous form  o f trea tm en t, a s  A tldnson e t  al. 
(1991) found th a t  c lien ts’ beliefs ab o u t th e  pauses of the ir 
psychological problem s becom e m ore sim ilar to the ir counsello rs’ over 
time.
C lients identified by psychologists were m ostly in  th e  earlier s tages of 
change an d  the ir therapeu tic  aim  w as to reduce or gain contro l over 
the ir alcohol consum ption . For th e  la te r stage PWAP group, a  variety 
of a im s including  addressing  underlying issu e s  were seen  a s  m ore 
im portan t. This ap p ea rs  con trary  to th e  p rocesses of change ind icated  
by P rochaska  a n d  DiClemente (1982). In the ir model, non -ac tion  
processes su ch  a s  addressing  underlying issu es  are  experienced 
du ring  th e  earlier s tages of change w hilst action-processes, su c h  a s  
gaining control over alcohol consum ption , a re  experienced d u rin g  th e  
la te r stages of change. However, the  psychologists a re  im agining w h a t 
the  aim  of the ir c lien ts m ight be. As cost-effective outcom es su c h  a s  a  
reduction  in  alcohol consum ption  m ay be a n  im portan t a im  to  a  
psychologist working in  th e  NHS, th is  ind icates th a t  psychologists 
im agine th a t  th is  w ould be the  case  for th e ir client. The m ajority  o f 
PWAP who com pleted the  com m itm ent to change algorithm  cam e o u t 
in  th e  m ain tenance  stage. However, m any of these  p a rtic ip an ts  h ad  
been a b s tin en t for several years. This could suggest th a t  th ey  have 
exited the  cycle of change w ith regards to th e ir d rinking  behaviour. 
Therefore, underlying issu es and  o th er aim s un re la ted  to  alcohol 
consum ption  w ould be Likely to be a  g reater consideration  if th ey  were 
to en te r therapy  now.
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Interpretation o f  d ifferences in  favoured  outcomes o f  treatm ent according 
to group. The DFA highlighted outcom e Q4 ‘Understanding m y se lf  
better^ an d  Q12 ‘Drinking no alcohol a t alV a s  the  b est p red ic to rs of 
'pa rtic ipan t’ group m em bership . It w as noted  th a t  th e  PWAP group 
ra ted  th ese  outcom es a s  m ore im portan t th a n  th e  psy^^chologist group. 
In fact, th e  re su lts  of th e  T -test (see tab le 3) show  th a t  for all ten  
outcom es th a t  received a  significant different in  ra tin g  betw een these  
two groups, the  PWAP consistently  ra ted  the  outcom e m ore positively, 
fu rth er indicating  th e ir en th u s ia sm  for a  b read th  of outcom es. This 
function  ap p ea rs  to indicate  th a t  the  inclusion  of bo th  a n  action- 
orien ted  change outcom e an d  non-ac tion  oriented change outcom e is 
more im portan t to PWAP th a n  to psychologists in th is  group.
This finding could be explained in  rela tion  to  th e  tra in in g  experienced 
by the  psychologist in  relation to  th e  people w ith a n  alcohol problem . 
The psychologist working w ith c lien ts w ith an  alcohol problem  were 
likely to  be aw are of P rochaska  a n d  DiClem ente’s  (1982) theo ry  of 
change an d  therefore m ight agree th a t  action and  non -ac tion  change 
p rocesses a re  m ore appropria te  for clien ts a t  different p o in ts  in  th e  
cycle of change. In addition psychologists m ay be m ore likely to have 
estab lished  p a rticu la r w ays of w orking a n d  h a d  c learer ideas a b o u t th e  
a reas  of change they  felt were im portan t a n d  w hich were less so.
In  relation  to  th e  lite ra tu re  th is  could im pact on  clien ts p rog ress in  
therapy  a s  A tkinson (1991) found th a t  c lients reported  m ore 
satisfaction  w ith  therapy  if they  perceived th e ir beliefs a b o u t th e ir  
difficulties to be sim ilar to the ir th e ra p is ts ’ beliefs. For th e  PWAP, 
m any of w hom  were n o t curren tly  in  trea tm en t, they m ay be keen  to 
change, b u t  have less idea ab o u t w hich  a re a s  a re  a  priority. This m ay 
also partly  explain th e  Inclusive outcom e’ function, a s  PWAP ap p ea r to
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be m ore am bitious a n d  w ishing to w ork a t  different levels 
sim ultaneously .
It would be in teresting  to investigate if th is  difference betw een 
psychologists a n d  PWAP w as p resen t in  a  larger sam ple. If th is  finding 
w as replicated, fu rth er investigation could exam ine th e  im pact on 
therapeu tic  outcom e. As som e stud ies  have supported  the  m atch ing  of 
client beliefs w ith p a rticu la r therapeu tic  in terventions (e.g. Project 
M atch R esearch G roup, 1998; M ackenzie, F un d erb u rk  & Allen, 1994), 
th is  w ould suggest th a t  psychologists shou ld  a ttem p t to ad d re ss  each  
aspec t of desired outcom e th a t  the  client p resen ts  w ith. However, 
A tkinson’s  (1991) finding th a t  c lien ts in  h is  study  reported satisfaction  
w hen they  perceived th e ir beliefs ab o u t th e  n a tu re  of th e ir difficulties 
suggests th a t  perceived em pathy m ay be involved in  th e  success of 
therapeu tic  in terventions. It w ould be of in te res t to explore the  
difference betw een satisfaction  ra tings of clien ts w ho either 
experienced th e ir psychologist a s  pragm atically a ttem pting  to  ad d re ss  
the ir valued outcom es or experienced the ir psychologist a s  
em pathetically  a ttem pting  to u n d e rs tan d  th e ir valued outcom es.
Interpretation o f  difference in favoured  outcome according to stage  o f  
change. The DFA highlighted outcom e Q25 ^Having changed  my 
environm ent so th a t  there  are  less th ings th a t  rem ind m e of d rink ing ’ 
a n d  Q4 U n d erstan d in g  m yself b e tte r’ a s  th e  b est predictors o f 'stage of 
change’ group m em bership. Q25 'environm ent less rem inders’ w as 
found to  correlate positively with, th e  d iscrim inan t function , w h ilst Q4 
'u n d erstan d  se lf  h a s  a  negative correlation.
This is u n d e rs tan d ab le  a s  Q25 'environm ent less rem inders’ w as 
identified (both in the  lite ra tu re  an d  pilot study) a s  a  late  stage
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outcom e, w hilst Q4 U n d erstan d  se lf  w as identified a s  a n  early stage 
outcom e. W hen exam ining th e  m ean  ra tin g s however, th e  reverse of 
th is  is indicated w ith those  in  th e  la te  stage’ group ra ting  Q4 
^understand se lf  a s  m ore im portan t a n d  those  in  the  'early stage’ 
group ra ting  Q25 'environm ent less rem inders’ a s  m ore im portan t. In 
o rder to u n d e rs tan d  th is  finding, one m u s t look a t  Table 2, w here it 
s ta te s  th a t  the  'psychologist’ group con ta in s m ore early stage 
partic ipan ts, w hilst th e  'PWAP’ group con ta in s m ore la te  s tage’ 
pa rtic ipan ts . It m ay therefore be th a t  th e  d istinction  betw een stage of 
change according to outcom e is affected by pa rtic ip an t 'group 
m em bersh ip’. In su p p o rt of th is , Q4 'u n d e rs tan d  se lf  w as generated  
from qualitative lite ra tu re  on outcom es th a t  were perceived a s  
im portan t to  clien ts, w hilst Q25 'environm ent less rem in d ers’ w as 
extrapolated from lite ra tu re  on stage relevant aim s. Furtherm ore , a s  
noted  in  the  analysis of dem ographic inform ation, m any  of th e  
partic ipan ts th a t  were classified a t  th e  'm ain tenance’ stage of change 
h a d  been a b s tin e n t for som e tim e a n d  th u s  w ould n o t be  likely to 
favour action-oriented outcom es.
However, th is  is  a n  in teresting  finding in  relation  to  stage app ropria te  
p rocesses of change a s  w hilst P rochaska  an d  DiClem ente (1982) 
suggest th a t  non-action  processes tak e  place before action  processes, 
th is  is often n o t the  case in d rug  an d  alcohol services. M any services 
hold th a t  people w ith a n  alcohol problem  m u st m ake im provem ents in  
th e ir d rinking  behaviour before they  a re  able  to  receive 
psychotherapeutic  interventions. This real-life restric tion  m ay affect 
the  type of outcom e th a t  people a t  different stages of change ra te  a s  
im portan t. If th is  finding were replicated w ith a  larger, m ore 
representative  sam ple it  would m ean  th a t  outcom e evaluation  shou ld  
be a n  ongoing an d  fluid p rocess th ro u g h o u t therapy. In addition , it 
would indicate the  m alleability of c lien t’s a im s for therapy . It w ould be
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in teresting  to  investigate th e  im pact of service restric tions on  th e  type 
of trea tm en t available for people w ith a n  alcohol problem .
As stud ies  have reported  findings con trary  to th is  (e.g. Giovazolias, 
2000), it  m ay be im p o rtan t to  th in k  a b o u t why th is  sam ple of people 
responded  differently. In relation  to th e  low response  ra te  for th is  
study  (see below -  limitations) it is  unlikely th a t  people th a t  chose to 
respond  can  be th o u g h t of a s  represen tative  of th e ir w ider population . 
W ithin th e  PWAP group, there  w as a  fairly high rep resen ta tio n  of 
people w ho a ttended  AA and  m any partic ip an ts  h a d  received no 
previous trea tm en t. In relation  to  o th er s tu d ies  w hose p a rtic ip an ts  are  
recru ited  from w ithin  th e  NHS (e.g. M cM ahon & Jo n es , 1996) th ese  
partic ipan ts m ay have h ad  less exposure to  psychological theory  and , 
for th e  la tte r  partic ipan ts , less experience of change. These factors 
m ay have con tribu ted  to  the  c o n tra s t of these  re su lts  to th e  
transtheo re tica l theory a n d  previous stud ies.
As indicated  above, th e  in te rp re ta tion  of th is  finding is  lim ited by th e  
am algam ation of psychologist a n d  PWAP responses. This w as carried  
o u t here  in  order to provide a  w orkable sam ple size, b u t  fu rth e r 
research  w ould benefit from  concen tra ting  solely on  th e  resp o n ses  of 
PWAP. W ith a  larger sam ple size it w ould also be possible to  explore 
outcom e ra tings in  rela tion  to  th e  individual stages of change a s  
opposed to the  earlier a n d  la te r stages of change. This w ould be of 
in te res t a s  th e  theory  dem onstra tes a  c lear progression of th e  change 
processes th ro u g h o u t the  stages, w hilst it is  unlikely th a t  PWAP w ould 
identi^" th ese  sam e change processes. For exam ple, a  c lien t in  th e  
'p recontem plation’ stage is unlikely to s ta te  1 w an t to realise th a t  I 
have a  problem  w ith  m y drink ing’, though  th e  theory s ta te s  th a t  th is  is  
th e  ta sk  of the  stage (Miller & Rollnick, 1991). M otivational 
Interviewing (Miller & Rollnick, 1991) for c lien ts in  th e
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‘precontem plation’ stage relies on  th e  th e ra p is t being able to tip  the  
balance  betw een th e  ‘p ro s’ an d  ‘cons’ of th e  c lien ts’ drink ing  behaviour 
in  favour o f changing  th e ir c u rren t behaviour. It would be usefu l for 
these  prac titioners to be aw are of th e  so rts  of outcom es th a t  PWAP 
value a t  each  stage so th a t  they could help  th e  c lien ts to  see th e  
positive po ten tial of change.
Interpretation o f  differences fo u n d  in relation to control. The DFA 
highlighted outcom es Q12 ‘Drinking no alcohol a t alV a n d  Q16 ‘Feeling 
more in control o f  m y drinking’ a s  the  b est p redictors of ‘pa rtic ip an t’ 
group m em bership . The m ean  ra tings in  tab le  11 show  th e  t io  con tro l’ 
group ra ted  Q12 ‘abstinence’ a s  m ore im portan t a n d  th e  ‘con tro l’ 
group ra ted  Q16 ‘con tro l’ a s  m ore im portan t. This is  u n d e rs tan d ab le  
a s  Q12 ‘abstinence’ is  th e  so lu tion  for those  w ho feel th a t  they  have no  
control over th e ir d rink ing  w hilst Q16 ‘con tro l’ ind icates a  perceived 
potential to have control over alcohol consum ption .
W hilst previous s tu d ies  have indicated  th a t  perceived contro l im pacts 
upon  the  type of trea tm en t found to be successfu l (e.g. Sanchez-C raig, 
Annis, B om et & M acdonald, 1984), th is  study  ad d s to th is  by finding 
th a t  perceived control also affects desired outcom e. This ind ica tes th a t  
c lien ts do n o t only en te r therapy  w ith  a  belief ab o u t th e ir  ability to  
control the ir alcohol use , b u t also  hold a n  im plicit a im  for therapy  a n d  
a  preferred end-point. Therefore is  ap p ea rs  th a t  a  com bination  of 
beliefs a n d  desires m ay affects th e  outcom e of therapy. Though th is  
finding is lim ited by the  sm all sam ple an d  th e  proportion of th o se  w ho 
h ad  received AA trea tm en t it  is  suppo rted  by D uncan  a n d  M oynihan 
(1994) w ho suggest th a t  u tilising the  clien t’s theory  of change 
facilitates a  favourable relationship , w hich increases c lien t 
partic ipation  an d  therefore en h an ces positive outcom e.
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InteTpretation o f  d ifferences fo u n d  in relation to previous trea tm en t The 
DFA highlighted outcom es Q19 ‘Being able to reward m y se lf  w hen  I  am  
happy w ith m y drinking behaviouri, Q12 ‘Drinking no alcohol a t all’, Q1 
‘cope b e tte r’ ‘Being able to cope better w ith  m y life a s  it is ’ a n d  Q17 
‘Scoring lower on  questionnaires tha t m easure d is tr e s s /  alcohol 
dependence’ a s  th e  best p redictors of ‘pa rtic ip an t’ group m em bership . 
F unction  one w as found  to  be b est predicted  by Q19 ‘rew ard se lf  a n d  
Q1 ‘cope b e tte r’. These outcom es differentiate the  AA group from the  
o ther two types of previous trea tm en t. Those w ith previous AA 
trea tm en t ra ted  Q1 ‘cope b e tte r’ a s  m ore im portan t th a n  th e  o th er tv^o 
groups. This m ay relate  to  th e  AA a im s of accepting pow erlessness 
over the  alcohol problem  (Alcoholics Anonym ous G eneral Service 
Office, 1953) a s  th is  reflects an  acceptance of one’s s itua tion . The 
people w ho h ad  experienced previous AA trea tm en t ra ted  Q19 ‘rew ard 
se lf  a s  less im portan t th a n  the  o ther groups. This m ay rela te  to  th e  AA 
aim  of hand ing  over to  a  ‘h igher pow er’ (Alcoholics A nonym ous 
G eneral Service Office, 1953). If success w as achieved th ro u g h  these  
m eans, it w ould be u n d ers tan d ab le  th a t  these  p a rtic ip an ts  w ould n o t 
see rew arding them selves a s  im portan t, a s  change w ould be a ttr ib u te d  
to a  g reater power.
In relation to  function  2, Q17 ‘psychom etric m easu re s’ a n d  Q12 
‘abstinence’ were identified a s  th e  b est predictors a n d  appeared  to 
differentiate betw een all th ree  groups. Q12 ‘ab stin en ce ’ w as ra ted  a s  
m ost im portan t by the  AA group w hose m ain  aim  is  abstinence , b u t  
th is  outcom e also  d istingu ished  betw een th e  ‘o th e r’ p revious trea tm en t 
group who ra ted  abstinence  a s  m ore im portan t th a n  those  w ho h ad  
received no  previous trea tm ent. As th e  m ajority of c lien ts identified by 
psychologists h ad  n o t received any  previous trea tm en t a n d  for th is
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group th e  m ajority of clien ts were seen  a s  aim ing for red u c tio n / 
control over drinking, it is u n d e rs tan d ab le  th a t  those  w ith no  previous 
trea tm en t value abstinence  less th a n  the  o th e r groups. Q17 
‘psychom etric m easu re s’ differentiates betw een th e  th ree  g roups w ith 
those  having received ‘o th e r’ previous trea tm en t (such  a s  in -p a tien t 
detoxification) ra ting  th is  outcom e a s  m ore im portan t followed by 
those w ith no previous trea tm en t an d  least im portan t by th o se  w ho 
h ad  a ttended  AA. As psychom etric m easu res  are  u sed  prim arily w ithin  
th e  NHS, th is  o rder of ra ting  seem s understandab le .
P artic ipan ts in  the  ‘o th e r’ group tended  to ra te  all of the  ou tcom es 
m ore favourably th a n  th e  o th er groups (see table 15). It is of in te res t 
th a t  those  in  th e  ‘o th e r’ group who m ay have experienced trea tm e n t 
su ch  a s  in -pa tien t detoxification or a  variety of trea tm en t ap p ro ach es 
tended to value a  w ider range of outcom es. The im plication of th is  is 
th a t  exposure to a  variety of trea tm en ts  appears  to increase  o ne’s 
aw areness of possible outcom es of therapy  a n d  th u s  in creases  th e  
a reas  in  w hich th is  group of people m ay experience th e rap eu tic  
success.
The study  found th a t  those w ith  previous experience of AA ra ted  
outcom es related  to th e  a im s of AA, su ch  a s  ab stin en ce  a n d  
acceptance, a s  m ore im portan t th a n  o ther outcom es. The im plication 
of th is  is th a t  exposure to previous trea tm en t m ay affect the  outcom e 
expectations of c lien ts p resen ting  for therapy. These expecta tions m ay 
be con trary  to those of the  psychologist, b u t these  re su lts  a p p ea r to 
ind icate  th a t  exposure to  th e  psychologist’s  a lternative outcom e 
expectations m ay help to w iden th e  clien t’s  apprecia tion  of a  range  of 
outcom es.
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Limitations and suggestions for future research,
The m ain  lim itation of th is  study  w as th e  poor response  rate . Com mon 
response  ra te s  for questionnaire  s tu d ies  are  a ro u n d  33.3%  (Fife- 
Schaw, 1995). The response ra te  in  th is  study  w as 8.7% . Efforts were 
m ade to overcome difficulties w ith  response  ra te s  su ch  a s  piloting the  
item s to  en su re  com prehensibility  a n d  relevance a n d  sending  
rem inders (Fife-Schaw, 1995). Inform al d iscussions were held  w ith 
psychologists prior to the  study  a n d  all reported th a t  they h a d  worked 
w ith  a  c lien t w ith a n  alcohol problem  a t  som e po in t even if they  h ad  
n o t worked in  a  specialist service. B ased on th is  I decided to send  the  
questionnaire  to  chartered  clinical a n d  counselling psychologists 
w ithou t targeting those  working in  specialist services. However, m any 
questionnaires were re tu rn ed  by psychologists s ta tin g  th a t  they  w ould 
refer clients w ith a n  alcohol problem  to a  specialist d rug  a n d  alcohol 
service or th a t  they  h ad  never w orked w ith  som eone w ith a n  alcohol 
problem . In a n  effort to recru it people w ith  a n  alcohol problem  I 
con tacted  p a rtic ip an ts  from a  previous study  (Laughton, 2001) a n d  
advertised my study  in  various NHS an d  non-NHS locations. In 
reaction  to  receiving few responses I se n t rem inders to  p a rtic ip an ts  
and  contacted  key persons a t  th e  advertising locations to offer to ta lk  
to  po ten tial p a rtic ip an ts  ab o u t th e  study . I w as inform ed th a t  m any 
people h ad  tak en  th e  questionnaire  an d  w hen asked  reported  th a t  
they  h ad  com pleted it  a n d  se n t it  to  m e. As I did n o t receive these  
questionnaires I conjecture th a t  e ither there  w as a  posta l problem  or 
th e  questionnaire ’s  appearance  w as too com plicated a n d  p a rtic ip an ts  
were deterred  from filling it in.
In addition, th e  in te rp re ta tion  of these  findings w as lim ited by th e  type 
of partic ipan ts th a t  chose to respond. People who h a d  experienced 
successfu l AA trea tm en t were over-represented in  th is  sam ple. These 
people m ay have been m ore m otivated to partic ipate  in  th is  s tu d y  a s
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th e  5 ^  a n d  11* trad ition  in  th e  12 trad itio n s of AA sta te  th a t  ‘each  
group h a s  a  p rim aiy  pu rpose  -  to carry  its  m essage to th e  alcoholic 
who still suffers’ a n d  ‘o u r public re la tions policy is based  on a ttrac tio n  
ra th e r  th a n  prom otion’ (Alcoholics A nonym ous G eneral Service Office, 
1953, p. 11-13). This ind icates th a t  people w ho h a d  becom e 
particu larly  involved w ith  AA m ay be m ore likely to  sh a re  th e ir positive 
experiences in the  hope of helping o thers. O ther p a rtic ip an ts  in  th is  
study  m ay also have h ad  p articu la r m otivation th a t  led them  to 
respond  w hen o th ers  did not. Therefore, th e  re su lts  shou ld  therefore 
be viewed a s  reflective of th e  opinions of th e  26 psychologists a n d  26 
people w ith a n  alcohol problem  th a t  took p a rt in th is  study.
Ideas for fu rth er research  highlighted by th is  study  have been 
m entioned in  th e  in te rp re ta tion  of th e  resu lts . In p a rticu la r, fu rth e r 
research  could a ttem p t to overcome the  reported  difficulties in  
recruiting. In order to overcome the  difficulties m entioned it  w ould be 
usefu l first to a tten d  to  th e  appearance  of th e  questionnaire . D ue to  
th e  exploratory n a tu re  of th is  study  all outcom es identified were 
included in th e  questionnaire  con tribu ting  to a  dem and ing  
appearance. This study  h a s  helped to give a n  indication  of th o se  
outcom es th a t  evoke differential responses betw een groups a n d  m ay 
therefore be of fu rth e r investigative in terest. This w ould help  to  
sho rten  a n d  simplify the  questionnaire . In relation  to th e  specific 
recru iting  difficulties it appears  th a t  it would be im portan t to co n d u c t 
th e  research  w ith in  specialist d rug  a n d  alcohol services in  th e  NHS in  
order to access psychologists th a t  have worked w ith th is  c lien t group. 
The difficulty recru iting  partic ipan ts  could also be add ressed  if th ese  
psychologists were asked  to adm in ister questionnaires a s  p a r t  of th e ir  
s ta n d a rd  evaluation  p rocedures w ith th e ir clients. In th is  case , c lien ts’ 
valued outcom es could also be com pared w ith those  of th e ir  ow n 
psychologist, improving the  ability to com pare psychologists’ valued
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outcom es w ith  th o se  of th e ir c lients. In  addition , th is  m ethod  could be 
used  to te s t th e  hypothesis th a t  th e  degree to w hich desired outcom es 
are  addressed  will affect the  success of trea tm en t.
Conclusions
This study  a ttem pted  to investigate the  effects of a  range of variables 
on  th e  so rts  of outcom es valued by people w ith  a n  alcohol problem . 
W hilst th e  findings of th is  study  are  lim ited by th e  poor response  ra te  
a n d  m u s t therefore be trea ted  tentatively, th e  re su lts  ind icate  m any 
potentially  in teresting  findings.
F indings ind icate  th a t  th e  so rts  o f outcom es th a t  a re  seen  a s  
im portan t for people w ith a n  alcohol problem  vary w ith reference to 
psychologists’ opinions, stage of change, perceived control an d  
previous trea tm en t. The im plications of th ese  finding suggest th a t  
c lien ts’ valued outcom es m ay affect the  success of therapeu tic  
in terventions. F u rth e r resea rch  h a s  been  suggested th a t  w ould 
a ttem p t to overcome difficulties relating  to sam ple size a n d  would 
increase  th e  validity of th e  c o n tra s t betw een p sy c h o lo ^ s ts ’ a n d  c lien ts’ 
ra tings by employing a  re la ted-sam ples m ethod an d  could be u sed  to 
te s t  th e  h j’p o th eses  derived from  th ese  findings.
[ Whilst I was disappointed with the low response rate to this study, I 
was encouraged by the number of significant results. The results were 
not always in the predicted direction and they cannot be thought of os 
representative or generalisable, but they do suggest that valued 
outcomes vary according to the selected variables. In my interpretation of 
the results o f this study, I made distinctions between people who had
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- I
attended AA and those who hadn't I am aware that as an outsider to AA 
and someone who does not personally concur with their philosophies my 
interpretation may represent a restricted understanding of AA. FoUoiving 
this study, I feel encouraged to explore this topic further and it has 
strengthened my conviction that individual aims and desired outcomes 
are important for clients taking part in therapy. I intend to continue my 
investigations in this area and to encourage a tailored evaluation 
approach in my future work environments]
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A ppendix 1
U n i v e r s i t y  o f  S u r r e y
Department of Psychology 
Research into outcomes of theraov for people with an
alcohol problem.
R e q u e s t fo r  p a r tic ip a n ts
There have been many studies looking at treatments for alcohol problems. However, 
the way that the success of these treatments has been measured is often limited to 
a reduction in the amount of alcoholic consumed. During my research last year I 
found that some people with an alcohol problem may think that a number of 
outcomes, in addition to reducing the amount of alcohol they drink, are important.
What is this research about?
As part of her doctoral research at the University of Surrey, Helena Laughton is 
undertaking research, looking at the sorts of outcomes of therapy that are seen as 
important for people with alcohol problems. It is hoped that this may help the 
people offering them treatment can have a better Idea about how to help them 
reach their goals.
Who can take part?
Helena is eager to hear from people with alcohol problems who may be thinking 
about taking part in some treatment or currently taking part in some treatment. If 
you meet these criteria or if you know anybody who does and who might be 
interested in taking part, Helena would be delighted to discuss the research further 
with you.
What does taking part invoive?
Taking part in this research will require you to fill in the questionnaire and to post it 
to Helena in the Freepost envelope attached. The research is completely 
anonymous: no Individual w ill be Identifiable In the research report. All participants 
can request feedback on the results of the research when it is completed in 
August/September.
How do I  volunteer?
Please complete the questionnaire and return it to me in the prepaid envelope.
For further information or queries you can contact:
Helena Laughton (Counselling Psychologist in training) Tel: 01483 879176 
(University secretaiy) Leave a m essage and  1 tvill call you  back.
Dr. Adrian Coyle (Research Supervisor and Course Director)
Dept of Psychology, School of Human Sciences, University of Surrey, Guildford, GU2 
7XH. Tel: 01483 876896 (office hours). E-mail: A.Coyle@surrey.ac.uk
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PsychD Psychotherapeutic  an d  
Counselling psychology 
D epartm ent of Psychology 
Secretaiy  Tel: (01483) 879176
Information for participants
R esearch in to  desired treatm en t  
o u tco m es for people w ith  an  
alcoh ol problem
D ear Volunteer,
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 3008 0 0  
Facsimile
+44 (0)1483 300803
School of
Human
S cien ces
I am  a  counselling psychologist in  tra in ing  a t  th e  University of Surrey  
a n d  I am  conducting  research  in to  th e  so rts  of outcom es of therapy  th a t  
a re  valued by people w ith a n  alcohol problem . The enclosed 
questionnaire  tak es  a b o u t 15 m in u tes  to com plete a n d  co n sis ts  of th ree  
p a rts . P art one a sk s  you to  com plete som e background  inform ation 
a b o u t yourself so th a t  I can  show  th a t  I have surveyed a  cross-section  of 
people. There a re  also  som e questions ab o u t y ou r alcohol problem  a n d  
any  previous trea tm en t you have taken  p a r t  in.
P art two co n sis ts  of a  sh o rt questionnaire  looking a t your recen t 
d rink ing  behaviour. Once you have com pleted p a rts  one a n d  two b reak  
th e  seal. P art th ree  h a s  39 possible outcom es of therapy  a n d  you are  
asked  to ra te  how im portan t each  of these  outcom es is  to  you by circling 
a  n u m b er on the  five-point scale described a t  th e  beginning of th e  
section.
Please com plete th is  questionnaire  if you feel th a t  alcohol is  y ou r only or 
m ain  problem . Once you have com pleted it p lease re tu rn  i t  to  m e u sing  
the  freepost envelope provided. Please no te  th a t  you are  free to w ithdraw  
from th e  study  a t  any  tim e.
T hank  you for tak ing  p a rt in th is  research .
Yours sincerely,
H elena Laughton
C ounselling Psychologist in  train ing
All data will be protected in accordance with the Data Protection Act 1998. 305
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University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44 (0)1483 300803
School of
Human
S c ien ces
PsychD Psychotherapeutic  an d  
Counselling psychology 
D epartm en t of Psychology 
Secretaiy  Tel: (01483) 879176
Information for participants
R esearch in to  desired trea tm en t  
o u tco m es for people w ith  an  
alcoh ol problem
Dear colleague,
I am a  counselling psychologist in training at the University of Surrey and I am  
conducting research into valued outcom es of therapy for clients with an alcohol problem. 
The enclosed questionnaire takes about 15 m inutes to complete and consists of three 
parts. Part one asks you to complete som e background information about yourself and  
your therapeutic orientation. You are also asked to think about a  client that you have 
worked with or are currently working with that h as/h ad  an alcohol problem. The rest of 
the questionnaire is  completed with that client in mind.
This may be a  client that you are currently working with or som eone who you have seen  
previously. If the client you have in'mind is someone you have worked with previously, 
please imagine that they have returned to you for further treatment in relation to their 
alcohol problem and that their circum stances are a s  they were on the last occasion that 
you saw them. Part two consists of a  short questionnaire looking at your client’s recent 
drinking behaviour.
Once you have completed parts one and two break the seal. Part three has 39 possible  
outcom es o f therapy and you are asked to rate how important you feel each of these  
outcom es i s /  would be for your client to achieve by circling a  number on the iive-point 
scale described at the beginning of the section.
Please complete this questionnaire if you feel that alcohol is  your client’s  only or main 
problem. Once you have completed it please return it to me using the freepost envelope 
provided. Please note that you are free to withdraw from the study at any time. Also, 
please feel free to enclose further comments.
Thank you for taking part in this research.
Yours sincerely,
Helena Laughton
Counselling Psychologist in training
All data will be protected in accordance with the Data Protection Act 1998. 306
Part 1
Appendix 3
This questionnaire is anonymous. Please complete all sections as best you can. 
BACKGROUND INFORMATION
Age [ ]years Ethnic background Black-African  Black-Caribbean  Black-other  White  Chinesej
Gender [ ]M/F (please tick) Indian/ Pakistani/ Bangladeshi _ . Other (please specify)____________ j
Highest educational qualification? (please tick) Current marital status?  (Please tick)
None  O-level(s)/ CSE(s)/GCSE^s)  A-level(s)  Single__ Married... Living together. .
Diploma  Degree  Postgraduate degree/diploma _ Divorced/separated— Widowed—
Current occupation or m ost recent occupation? you have any children? (Please tick)
Yes_ How many children do you have? No.
QUESTIONS ABOUT YOUR ALCOHOL PROBLEM
1) At present how m uch would you say you drink in  an average w eek?
Amount (e.g. 6 bottles, 14 pints)
Type (e.g. wine, strong lager).
2) Have you taken part in any type o f  treatm ent for your drinking? (Yes, please specify; No, 
please go to  Q3)
How long ago was it?  What type o f treatm ent was it?  (e.g. Detox, AA,
______________ _ ____________________Counselling, group etc) _
Who did you see? (e.g. CPN, counsellor. How helpful did you find this treatment? 
psychiatrist, social worker etc)____________ _______________________ ________________
3) At present, what do you think are the reasons for your problem w ith alcohol? (please tick  
statem ent that b est describes your beliefs or HU box 4)
I feel that my alcohol problem has developed as a way of a  way of avoiding thoughts and 
feelings that are too painful to think about. Other important factors were early childhood 
experiences, which continue to affect my relationships with people and the way I see myself.
I feel that m y alcohol problem has developed a s  a  way of dealing with a  m ism atch between how  
I feel about m yself and my life experiences, which causes me distress. Other important factors 
were not feeling unconditionally loved and accepted in significant relationships.
I feel that my alcohol problem h as de\^eioped as a  reisult o f the way I have learned to cope with 
the events of my life. Other important factors were the way in  which, I thought about the events ■ 
in my life and m y behaviour in response to them.
Other (please describe)_____________________________________________________________________
4) Do you feel that you have/ could have any control over your use o f alcohol? (please circle) 
Y or N
5) If you were to  take part in som e form of treatm ent for your drinking right now, what would 
you be hoping to  achieve?
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Please turn over to part 2
Part 2
Questions about your alcohol use
Please follow the arrows and circle the relevant responses.
♦ Did you drink during the last 30 days? YES or NO
♦ Are you considering quitting or reducing drinking within the next 30 days?
YES or NO
/
I
i ♦
i
i
♦ Were you continuously abstinent (alcohol free) during the last 30 days or did 
you reduce your drinMng during the last 30 days?
YES or NO
I  i
i  :
I  i
-I ♦ Did you follow through on a t least one attem pt
i  to quit or one attem pt to reduce drinking during
i  the last 30 days, bu t then started again?
/  YES or NO
4
i  ♦ Thank you (End of part 2)
♦ Were you continuously abstinent (alcohol free) for more than  the last 60 days or 
did you reduce drinking for more than the last 60 days?
YES or NO
♦ Thank you (End of part 2)
Please break open the seal and complete part 3
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Part 1
This questionnaire is anonymous. Please complete all sections as best you can. 
BACKGROUND INFORMATION
Age [ Jycars Ethnic background Black-African _  Black-Caribbean_  Black-other  White  Chinese,
Gender [ ]M/F (please tick) Indian/  Pakistani/ Bangladeshi^, Other (please specify)____________
Qualifications____________________________________  Current marital sta tus?  (Please tick)
___________________________________________________________ Single _ Married_. Living together,.
D ivorced/separated., Widowed_
Current occupation
Do you have any children? (Please tick) 
Yes  How many children do you have?  No,
Theoretical orientation
Now please think about a client that you are currently working with or have worked with who has /  had 
an alcohol problem. The rest o f this questionnaire will be answered with this client in mind. If you are 
thinking o f a p a s t client, p lease imagine that they have returned to you for further treatment at the point 
where you finished working with them.
QUESTIONS ABOUT YOUR CLIENTES ALCOHOL PROBLEM
1) At present how m uch would you say your clien t drinks in  an average w eek?
Amount (e.g. 6  bottles, 14 pints)
Type (e.g. wine, strong lager).
2) Has your clien t taken part in any type o f treatm ent for their drinking? (Yes, please specify; 
No, please go to  Q3)
How long ago was it?  What type o f treatm ent was it?  (e.g. Detox, AA,
___________________________________  Counselling, group e tc )_______________________________
Who did they see? (e.g. CPN, counsellor, How helpful do you think they found th is treatment? 
psychiatrist, social worker etc]____________ ___________________________________________________
3) Does your clien t feel that they  have/ could have any control over their u se  o f  alcohol? (please 
circle)
Y or N
4) If they  were to  take part in som e form o f treatm ent for their drinking right now, what would  
t h ^  b e  hoping to  achieve?
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Please turn over to part 2
Part 2
Questions about your client's alcohol use
Please follow the arrows and circle the relevant responses.
♦ Did your client drink during the last 30 days? YES or NO
♦ Are they considering quitting or reducing drinking within the next 30 days?
YES or NO
i  I
/  ♦ Thank you (End of part 21
i  
4
♦ Were they continuously abstinent (alcohol free) during the last 30 days or did 
they reduce their drinking during the last 30 days?
YES o r NO
i 4
4
4
♦ ]
4
/
: ♦
4
4
4
to quit or one attem pt to reduce drinking during 
the last 30 days, bu t then started again?
YES or NO
♦ Were they continuously abstinent (alcohol free) for more than  the last 60 days 
or did they reduce drinking for more than the last 60 days?
YES or NO
♦ Thank you fEnd of part 2)
Please break opeu the seal and complete part 3
312
to
CO
NO
NO
NO NO
O VO 00 <1 G\ Cn 4^ CO ISO
7 9O (D
&
O*
<T
c u
2.
B
E
à
r:; 
I R
0u DÜ
II
Oei
B
B.
P
i
*B
B*P
cr
tr
i
p
*BI
!T
8
Ssl l
8  -1  B .“•II H
F
B
p
M*
O
BHiO
B
A
3
g-
g
p
B
B.
O
P
ft-o
*o
p
p
B
ft-
*o
I
I
ft-
p
B*
BsB
S
ft-o
B*P
g - g y: : i
o* P p
p ft-
B* o tr
p M P
p 2. 
p *d
B B.Ir
r
f t -
r
4 ^p ft-
2 EB* P
ii
B
ft-
B*
*<
P
3
B*P
ffi CO
P P Bt | l
B" B oP-t 
2- §
S'M*
I
0B
ft-
B*PH**
P
Bf t -
0
ft-
I
ft-
B*P
3
p
31
B
0
!
I
S'
&
(m
3
3
oo
B
ft-
o
o
M)
S. B*
i
ft-I
I
3
&i
I
I
PM*
B.
2.
B
E
<s
I
&
I
I
B.
ft-
B*
E
ft-
B*
*<
§
I
I
B
o td
p
ÎS
B
B.
2.
B
pr
(m
0
cr
p
p
•B
1
B.
2.
B
S'
M
0
3
13
2.
rt-
S'w
4§
B
ft-
I
§-
0
B
W d
II
h S
I
II
S'
Om
p
B
B.
Ss
%
I
I
f?
I
I
:
g-
o
S'
Cftl
I
B.
0
P
B*P
B
It
I
8
I
BOci
S'
h - ‘ v O
I I I
«(g I
i
I l l!??
;
Î Î Îtr p
2 - a
I
IfI I
ÎS
o  P 
^  o
i [? IP
ifir
p
B
B.
0
»n
tn
ft-
0
»0
ft
B*P
B.
2.
B
E
(S
B. d
II
(gS-
O l  4 ^  CO  NO
p
ft-o
3
0 
B
ft-
S'
s
p1
B
B.
ftr
o’
M
B
*o!
4
S'
IS*
fi
S ' S
It
II£-9
d  w
p p
II
OQ
I
»
cT
4  £ 8
ft
S'
r i
u
O* P !§•
II
I
ft
S'a s.
I
II
B.
O 
O 
*d
| S
I
8
01
*0I
<r
w
r
sr
y  B* 
P p
II
f5"g1^ o prg
i r  g €0 CO CO 03 g g g g
I I 3 3 g g
NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO NO
CO  CO CO CO CO  CO C O C O  CO  C O  CO  CO  CO CO CO  C O  C O  CO C O C O  C O  C O  C O
4 ^  4 ^ 4^  4^  4^ 4^  4^  -ri 4L 4 ^  4 ^  4 ^ 4L  4L  4L  4L
Oi Oi
I Î(0 (fi
c n
I
cn
Î
O i
Î
cn
I
cn
Î
cn cn cn cn cn cn
i i I i I i
cn
I
cn cn cn cn
I f f ?CD 03 03
c nÎ cn cn cn cnt i f f
03 03 03 03
I II I I I I I I 3 3 3I I I 3 3 3 1 1 1 I I 11 11 I Î I I I
o
313
I
I
1
!
5i
I
!
A
I
I I
I
g
I
I
II
II
§
P P 
►1 H
e  I?
I
*B P 
OW# M#
vj< < *
(Q
II
I
I I
If
cr
§:
S '
i
I
§I1
I
I
t ;
S '
I
•Sp
o
00
gS"p s*
? ( g
fL  
2.
B
!*rJ
r
*ÜI
?
a
§
CO 
>22
!|l
i^
il
2 " 
«P s - g -
' E . 3 ’ &
P
»
S'
3
a
f trp
B.
B
O
ft
o*B
in
P B*
ft JO
li
I II
to t>0 to
CO CO CO
■ri 4:^  -ri
I
to
CO
- r i
CO
2S «t
II
(R B.3 5-IIP (PI 
B. ••
ft
r
p
CO
<J\
CO CO CO CO CO CO to 
cn - r i  CO to t-» O VO
P sr 
| 2 .ft
0
r
B
s’
B.
2.B
EB
(PI
II
Isp p 
2 ^  s Î
rl
§B
p r
p
3*
3  (Pi 
(PI 3
â I
p P
<  d  31
IPIp(PIÏ
l i t% 92.4
8  p
B
a  
2.
f t
I ,M* P P
I
I
P 
B.
3 ll
g §B* B.
^4-
O
S*
P*
ip
»d§
10 
>22
§ 8 *I I Irf
IÎ
to
d  o*p p
5 - tr
m
S'
n
•g4
I
0  
B*1
ft
S '
Ps-II
p
c » "  
ft ft§i
^  n
S '!
fS® ay  (PI
P P 
<1
ftÏ7
s
r
I:
B*
gpB.
O ft rt-gs*
OB
B*
P
IP
<g
I
I
Oo
B*
O
8 2 ft p
3  PP o
p ST 
(m p .
11 .H
I I
«< B* 
O P
ÎI
5I
P
0
f
1
0
ftf
4
B.
3.
9
E
<gI
0B
to
OvS'S
I:p p
j!I 2,
|ig<R
2-
o'S
I
o
B
S S Ï
03
I(g
l i g
sip p
2
I
BÎ
ft
O
ftÏf
O 2 .
f t
S'
f t
I I
pp
rft
B*M*I
to
CO
I
to
CO
I
to
CO
fî (I> fî (T)pj p) ja pm M M M
I I I I I
g S I
to to to to to to to
CO CO CO CO CO CO CO
4L 4L 4L 4L -ri 4^  4»
to
CO
1
to
CO
to
CO
to
CO
Ct)
I
1
I
CO
cn cn cn
III
cn
Î
I
cn
I
cn
Î
cn
Î
cn cn cn cn cn cn cn
B B B B B B B0 0 0 0 0 0 0to (O U> K W (0 w
3 3 3tJ *0 'O0 0 0 1 1 10 0 0
cn
Î
cn
Î
cn
Î
cn
Î
314
Appendix 4
Outcomes in questionnaire
O utcom e questions from lite ra tu re  an d  em pirical outcom e stu d ies  for 
alcohol problem s
Feeling less  guilt and  sham e about m y problem  w ith alcohol (Q3) 
Having reduced the am ount o f  trouble associated w ith m y drinking (e.g. 
debt, crime, health problems) (Q37)
Drinking less  alcohol (Q33)
Visiting m y GP less frequen tly  (Q31}
Drinking no alcohol a t all (Q12)
Feeling more in control o f  m y drinking (Q16)
Scoring lower on questionnaires that m easure d is tre ss / alcohol 
dependence (Q17)
• Having leam t practical techniques to help me w ith m y drinking
O utcom e questions generated  from qualitative s tu d ies  reporting  c lien ts 
favoured outcom es
• Feeling that I  w a s accepted ‘‘w arts and  a ir  by  the person  
involved in m y treatm ent (e.g. counsellor; CPN; psychiatrist) (Q28)
Understanding m y se lf  better (Q4)
Feeling understood by  som eone (Q32)
Having got back to being m y old s e l f  (Q8)
Being able to cope better w ith m y life a s it is (Q1 )
Having tackled som e o f  the underlying issu e s  relating to m y  
drinking (Q11)
Being better able to resist the f ir s t drink (Q9)
Having fo u n d  som ething (e.g. an  interest, activity, relationship, 
coping skill etc) to replace the role o f  alcohol in m y life (QIO)
Feeling able to accept tha t I  have a  problem  (Q23)
Not having got worse (Q24)
Feeling more positive about the fu tu re  (Q29)
Outcom e questions relating  to specific stages of changes included:
Early stages o f  change 
C onsciousness raising
• Having an  understanding about the risks and  problem s associated w ith  
m y drinking (Q21)
• Understanding information about how to reduce a n d /o r  stop m y  
drinking (Q22)
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D ranlatic relief
• Being more in touch w ith m y fee lings about the risks associated unth
m y drinking (Q5)
• Being able to express m y emotions in relation to m y drinking  behaviour
(Q 26)
Social liberation
• Being able to leam  from  other people who have m ade changes to their
drinking (Q36)
•  Being more able to get the  help I  need  (Q30)
Self liberation
• Feeling m uch more able to overcome m y drinking problem  (Q2)
•  Having m ade a  commitment to reduce a n d /o r  stop m y drinking (Q7j
Helping rela tionsh ip
• Being able to rely on those around m e fo r  support w ith m y drinking (Q6)
• Having som eone who will listen w hen  I  am  having problem s w ith m y  
drinking (Q35)
Later stages o f  change
Self réévaluation
• Being more aware o f  m y own thoughts about the pro 's and  con's o f  m y
drinking (Q14)
• Having realised that I  no longer w ant to be a problem  drinker (Q15)
E nvironm ental réévaluation
• Being more aware o f  the effect that m y drinking has on other people
• Being aware o f  the positive effect on others o f  the reduction in m u  
drinking (Q39)
Reinforcem ent m anagem ent
• Being able to reward m y se lf  w hen  I  am  happy w ith m y drinking  
behaviour (Q19)
• Being able to accept rew ards from  others w hen  I  am  happy w ith  m y  
drinking behaviour (e.g. gifts; praise; improved relationship) (Q38)
S tim ulus control
• Having changed m y environment so  that there are less things tha t 
remind m e o f  drinking (Q25)
• Having changed m y environment so  that there are p len ty  o f  things tha t 
help me not to drink (Q18)
C ounterconditioning
• Having leant to deal unth s tre ss  unth out using  alcohol (Q34)
• Being able to deal unth difficult situations w ithout using alcohol (Q13)
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A ppendix 5
B oxplot o f o u tlie rs  for outcom e by sam ple
52  5 2  52 52  52  52  52  52  52  52
01 03 04 OS 09 012 015 023 027 036
Boxplot o f o u tlie rs  for outcom e bv stage o f change
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B oxplots o f ou tlie rs  for outcom e bv control
B oxplots o f ou tlie rs  for outcom e bv th e ra p eu tic  a im
I
52 52 52 52 52 52 52 52 52
Q1 Q12 Q16 08 017 018 019 025 038
“ Boxplots of o u tlie rs  for outcom e bv prev ious tre a tm e n t
' ' "I
' Q1 04 S I 51 52 52 52 5209 012 013 016 026 030
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T-Test Appendix 6
G roup S tatistics
SAMPLE N Mean i Std. Deviation
Std. Error 
Mean
Q1 therapist 26 4.0385 i .99923 .19597
d ien t 26 4.5385 ! .85934 .16853
0 2 therapist 26 3.8846 ; 1.14287 22414
d ien t 26 3.6538 ; 1.76505 .34615
0 3 therapist 26 2.3846 : 1.20256 23584
d ient 26 3.4231 : 1.74753 .34272
0 4 ttierapist 26 3 .0 7 a 1.09263 21428
client 26 4.3462 : 1.09334 .21442
05 therapist 26 2.8846 ! 124344 .24386
dien t 26 3.8077 ■: 1.38620 .27186
06 therapist 26 3 .0 7 a  ' 1.19743 23484
client 26 3.4231 i 1.36156 .26702
07 therapist 26 3.88%  ; 1.07tB9 .20996
dien t 26 3.3846 ! 1.76809 .34675
0 8 therapist 26 2.5385 1 1.30325 ■25559
dien t 26 2.9615 1 1.56156 .30625
09 therapist 26 3.1923 i 12K 52 .24819
dien t 26 4.2K 2 I 1.04145 .20424
QIO ttierapist 26 3.6923 1 1.15825 22715
dien t 26 3.6S38 i 1.26309 .24771
O il therapist 26 3.8846 ; 1.45126 .28462
d iera 26 4.1538 1 .92487 .18138
012 theraqàst 26 2.6923 I 128901 25280
client 26 4.1538 i 1.43366 .28116
013 ttierapist 26 3.7308 i 125085 24531
dien t 26 4.1154 1 1.17735 .23090
014 ttierapist 26 3.2692 ! .91903 .18024
d ien t 26 3.1538 i 1.40548 .2 ^ 6 4
015 therapist ^J26 3.0385 I 1.42775 28000
d ien t 26 4.0769 1 1.19743 23484
016 ttierapist 26 3.1923 I 126552 24819
d ien t 26 3.1154 ; 1.63284 .32023
017 ttierapist 26 1.9231 ! 1.16355 .22819
dien t 26 2.1154 1 1.47856 .28997
018 ttierapist 26 3.6154 I .85215 .16712
dient 26 3.2308 ' 1.53236 .32013
019 therapist 26 3.3077 i .92819 .18203
client 26 2.9615 ; 1.58697 .31123
020 ttierapist 26 3.5769 ; .90213 .17692
dient 26 3.6538 ! 1.52164 .29842
021 therapist 26 3.1154 I 1.17735 .23090
d ien t 26 3.6154 ! 129852 .25466
022 therapist 26 3.1538 1 1.04661 .20526
d ient 26 3.4231 ' 1.44701 .28378
023 therapist 26 3.2692 [ 1.31325 .25755
d ien t 26 4.0385 ! 124838 .24483
024 ttierapist 26 3.3846 i 1.02282 20059
d ient 26 3.4615 i 1.52920 .29990
025 ttierapist 26 2.9231 ! .89098 .17474
d ient 26 2.7692 i 1.42289 .27905
026 therapist 26 3.1923 ; 1.16685 .22884
d ient 26 3 .7 rae ! 1.17670 .23077
027 ttierapist 26 3.1923 ! .98058 .19231
dient 26 3.9615 1 1.21592 .23846
028 therapist 26 3.9615 : 1.03849 .20366
dient 26 3.9231 : 1.49461 .29312
029 therapist 26 4.3462 .74524 .14615
dient 26 4.6154 i .69725 .13674
030 therapist 26 3.9615 Î .95836 .18795
client 26 4.3462 : .84560 .16588
031 ttierapist 26 2.2308 ; .81524 .15988
dient 26 2.5385 : 1.33359 .26154
032 ttierapist 26 3.63Z3 ; .97033 .19030
dient 26 3.8846 : 1.07059 .20996
033 therapist 26 3.7308 ; 1.15092 22571
client 26 3.9615 ' 1.58697 ,31123
034 therapist 26 4.1538 : .92487 .18138
client 26 4.3077 i 1.04%4 .20583
035 therapist 26 3.4615 : .75057 .14916
client 26 3.8846 ; 1.27521 .25009
036 therapist 26 2.8846 : .90893 .17826
dient 26 3.8462 ; 1.31734 .25835
037 therapist 26 3.4615 1.24035 .24325
- ■■ ■ client 26 3.7308 : 1.45761 .28586
038 therapist 26 3.0769 . 1.128K .22135
■g----- .. client 26 2.9615 ; 1.56156 .30625033 ttierapist 26 3.3077 1 1.08699 .21318
^ ----- diem 26 1 3.5000 ' 1.33417 .26165 1
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Independent Samples Test
Levene's Test for
EquaBtv of Variances t4est for Equality of Means
95% Confidence Interval
' Mean Std. Error of the Difference
F Sig. t df Sig. (2-tailed) Difference Difference Lower Upper
'Q1 Equal variances 
assumed .003 .960 -1.934 50 .059 -.5000 .25847 -1.01914 .01914
Equal variances 
not assumed -1.934 48.904 .059 -.5000 .25847 -1.01943 .01943
Q2 Equal variances 
assumed 11.868 .001 .560 50 .578 .2308 .41238 -.59753 1.05906
Equal variances 
not assumed .560 42.829 .579 .2308 .41238 -.60097 1.06251
Q3 Equal variances 
assumed 10.525 .002 -2.496 50 .016 -1.0385 .41603 -1.87407 -.20285
Equal variæces 
not assumed -2.496 44.340 .016 -1.0385 .41603 -1.87672 -.20020
Q4 Equal variances 
assumed .002 .961 -4.187 50 .000 -1.2692 .30314 -1.87810 -.66036
Equal variances 
not assumed -4.187 50.000 .000 -1.2692 .30314 -1.87810 -.66036
Q5 Equal variances 
assumed 1.958 .168 -2.528 50 .015 -.9231 .36520 -1.65661 -.18955
Equal vsttiances 
not assumed -2528 49.421 .015 -.9231 .36520 -1.65682 -.18933
Q6 Equal væiances 
assumed .736 .395 -.973 50 .335 -.3462 .35560 -1.06039 .36809
Equal variances 
not assumed -.973 49.197 .335 -.3462 .35560 -1.06068 .36837
Q7 Equal varismces 
assumed .. 17.506 .000 1233 50 .223 .5000 .40536 -.31420 1.31420
Equal variances' 
not assumed - 1.233 41.160 .224 .5000 .40536 -.31855 1.31855
08 Equal variances 
assumed .814 .371 -1.061 50 .294 -.4231 .39889 -1.22427 .37812
Equal variances 
not assumed -1.061 48.450 .294 -.4231 .39889 -1.22490 .37875
09 Equal variances 
assumed 1.447 .235 -3.350 50 .002 -1.0769 .32142 -1.72252 -.43132
Equal variances 
not assumed -3.350 48.214 .002 -1.0769 .32142 -1.72312 -.43073
010 Equal variances 
assumed .300 .587 .114 50 .909 .0385 .33609 -.63660 .71352
Equal variances 
not assumed .114 49.629 .909 .0385 .33609 -.63673 .71365
O il Equal variances 
assumed 5.835 .019 -.798 50 .429 -.2692 .33750 -.94712 .40866
Equal variances 
not assumed -.798 42.432 .429 -2692 .33750 -.95013 .41166
012 Equal variances 
assumed .070 .793 -3.865 50 .000 -1.4615 .37810 -2.22097
-.70210
Equal variances 
not assumed -3.865 49.445 .000 -1.4615 .37810 -2.22118 -.70189
013 Equal variances 
assumed .249 .620 -1.142 50 .259 -.3846 .33688 -1.06127
.29204
Equal variances 
not assumed -1.142 49.818 .259 -.3846 .33688
-1.06133 .29210
014 Equal variances 
assumed 4.087 .049 .350 50 .728 .1154 .32933 -.54610
.77687
Equal variances 
not assumed .350 43.074 .728 .1154 .32933 -.54875
.77952
015 Equal variances 
assumed 3.421 .070 -2.842 50 .006 -1.0385 .36545 -1.77248
-.30444
Equal variances 
not assumed -2.842 48.529 .007 -1.0385 .36545
-1.77303 -.30389
016 Equal variances 
assumed 3.528 .066 .190 50 .850 .0769 .40514 -.73683
.89068
Equal variances 
not assumed .190 47.071 .850 .0769 .40514 -.73809
.89194
017 Equal variances 
assumed 1.271 .265 -.521 50 .605 -.1923
.36899 -.93345 .54883
Equal variances 
not assumed ■1
-.521 47.381 .605 -.1923 .36899 -.93446 .54985
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Independent Samples Test
Levene’
Equafityoi
s Test for 
F Variances t-testfor EquaBtv of Mews
F Sig. t df Sig. (24ailed)
'Mean
Difference
Std Enor 
DifFerenr»
95% Confide 
oftheDi
snce Interval 
fferencé
Q18 tq u a  vanances 
assumed 
Equal variances 
not assumed
19.899 .000 1.065
1.065
50
37.684
.292
.294
.3846
.3846
36113
•36113
'.34073
-.34665
Upper _  
1.10996
1.11588
Q19 tq u a  vanances 
assumed 10.434 .002 .960 50 .342 .3462 -36056 -.37804 1.07035
Equal vanances 
not assumed .960 40.313 .343 .3462 36056 -38238 1.07469
Q20 Equal variances 
assumed 8.015 .007 -.222 50 .825 -.0769 .34692 -.77374 .61989
Equal variances 
not assumed -.222 40.642 .826 -.0769 .34692 -.77773 .62389
021 Equal variances 
assumed .285 .596 -1.455 50 .152 -.5000 .34375 -1-19045 .19045
Equal variances 
not assumed -1.455 49.528 .152 -.5000 .34375 -1,19061 .19061
022 Equal variances 
assumed 3.954 .052 -.769 50 .446 -.2692 .35023 -.97269 .^ 2 3
Equal variances 
not assumed -769 45.537 .446 -.2692 .35023 -.97441 .43594
023 Equal vanances 
assumed .319 .575 -2.165 50 .035 -.7692 .35535 -1.48^7 -.05549
Equal variances 
not assumed -2.165 49.872 .035 -.7692 .35535 -1.48301 -.05545
024 Equal valances 
assumed . 6.547 .014 -.213 50 .832 -.0769 .36080 -.80161 .64777
Equal variances 
not assumed -.213 43.638 .832 -.0769 .36080 -.80424 .65039
025 Equal variances 
assumed 8.424 .005 .467 SO .642 .1538 .32925 -.50746 .81515
Equal variances 
not assumed .467 41.992 .643 .1538 .32925 -.51060 .81829
026 Equal variances 
assumed .103 .749 -1.775 50 .082 -.5769 .32499 -1.22969 .07585
Equal variances 
not assumed -1.775 49.996 .082 -.5769 .32499 -1.22969 .07585
027 Equal variances 
assumed .664 .419 -2.511 50 .015 -.7692 .30634 -1 38454 -.15392
Equal variances 
not assumed -2511 47.852 .015 -.7692 .30634 -1.38522
-.15324
028 Equal variances 
assumed 3.076 .086 .108 50 .915 .0385 .35693 -.67845
.75537
Equal variances 
not assumed .108 44.576 .915 .0385 .35693
-.68061 .75754
029 Equal variances 
assumed .134 .716 -1.345 50 .185 -.2692 .20015
-.67124 .13278
Equal variances 
not assumed -1.345 49.780 .185 -.2692 .20015
-.67128 .13282
030 Equal variances 
assumed .083 .775 -1.534 50 .131 -.3846 .25068
-.88812 .11889
Equal variances 
not assumed -1.534 49.239 .131 -.3846 .25068
-88831 .11908
031 Equal variances 
assumed 5.880 .019 -1.004 50 .320 -.3077 .30654
-.92339 30800
Equal variances 
not assumed -1.004 41.395 .321 -.3077 .30654
-.92658 .31119
032 Equal variances 
assumed .028 867 -.679 50 .500 -.1923 .28337
-.76146 .37685
Equal variances 
not assumed -.679 49.524 .501 -.1923 28337
-.76160 37698
033 Equal variances 
assumed 2.533 .118 -.600 50 .551 -.2308 .38446
-1.00298 .54144
Equal variances 
not assumed -.600 45.600 .551 -.2308 .38446
-1.00483 .54330
034 Equalvanances 
assumed .012 .912 -.561 50 .577 -.1538 .27435
-.70489 .39720
Equal variances 
not assumed -.561 49.221 .577 -1538 .27435
-.70510 .39741
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Independent Samples Test
Levene's Test for 
Equafity of Variances t-test for EquaBtv of Meats
Mean Std. Error
95% Confidence Interval 
of the Difference
F Sig. t df Sig. (2-tailed) Difference Difference Lower Upper
Q35 Equal variances 
assumed 7.635 .008 -1.453 50 .152 -.4231 .29119 -1.00795 .16180
Equal variances 
not assumed -1.453 40.788 .154 -.4231 .29119 -1.01124 .16509
Q30 Equ^ variances 
assumed 4.834 .033 -3.063 50 .004 -.9615 .31388 -1.59199 -.33109
Equadvariances 
not assumed -3.063 44.405 .004 -.9615 .31388 -1.59396 -.32912
Q37 Equal variances 
assumed .817 .370 -.717 50 .477 -.2692 .37535 -1.02314 .48468
Equal variances 
not assumed -.717 48.752 .477 -.2692 .37535 -1.02362 .48516
Q38 Equad variances 
assumed 3.680 .061 .305
50 .761 .1154 .37786 -.64358 .87435
Equal variances 
not assumed .305 45.520 .761 .1154 .37786 -.64543 .87620
Q39 Equal variances 
assumed 1.780 .188 -.570 50 .571 -.1923 .33750 -.87019 .48558
Equad variances 
not assumed -.570 48.038 .571 -.1923 .33750 -.87088 .48626
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[Analysis 1
î
Istepwise Statistics
I Variables Entercd/Removed®’*’*‘^ '
Appendix 7
1 Residual
i Step Entered Variance!1 1 Q4 .748
1 2 Q12 .613
At each step, the variable that minimizes the sum of the unexplained variation for all pairs of groups is entered.
a. Maximum number of steps is 20.
b. Minimum partial F to enter is 3.84.
c. Maximum partial F to remove is 2.71.
d. F level, tolerance, or VIN insufficient for ftirther computation.
Variables in the Analysis
Step Tolerance F to Remove
Residual
Variance
1 Q4 1.000 17.531
2 Q4 1.000 13.482 .777
Q12 - 1.000 11.087 .748
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Variables Not in the Analysis
Step Tolerance
Min.
Tolerance F to Enter
Residual
Variance
0 Q1 1.000 1.000 3.742 .933
Q3 1.000 1.000 6.231 .893
Q4 1.000 1.000 17.531 .748
Q5 1.000 1.000 6.389 .891
09 1.000 1.000 11.226 .822
012 1.000 1,000 14.942 .777
015 1.000 1.000 8.075 .866
023 1.000 1.000 4.686 .917
027 1.000 1.000 6.305 .892
036 1.000 1.000 9.384 .847
1 01 .934 .934 .574 .739
03 .880 .880 .900 .735
05 707 .707 .070 .747
09 .816 .816 2.145 .717
012 1.000 1.000 11.087 .613
015 .896 .896 1.800 .722
023 .940 .940 1.005 .733
027 .967 .967 2.300 .715
036 .878 .878 2.116 .718
2 01 . .934 .934 .376 .608
03 .751 .751 .100 .612
05 .524 .524 2.197 .587
09 .692 .692 .026 .613
015 .810 .810 .086 .612
023 .787 .787 .112 .612
027 .953 .953 1.015 .601
036 .811 .811 .247 .610
Wilks' Lambda
Step
Number of 
Variables Lambda dfl df2 df3
1 1 .740 1 1 50
2 2 .604 2 1 50
Wilks' Lambda
Exact F
Step Statistic df1 df2 Sig.
1 17.531 1 50.000 1.144E-04
2 16.077 2 49.000 4.282E-06
Summary of Canonical Discriminant Functions
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Eigenvalues
Function Eigenvalue % of Variance Cumulative %
Canonical
Correlation
1 .656= 100.0 100.0 .629
a. First 1 canonical discriminant functions were used in the analysis.
Wilks' Lambda
Test of Function(s)
Wilks’
Lambda Chi-square df Sig.
1 .604 24.722 2 .000
Standardized Canonical Discriminant Function Coefficients
Function
1
Q4
Q12
.738
.682
Structure Matrix
Function
1
Q4 .731
Q5= .687
Q12 .675
09= .554
033 .499
023= .446
015= .436
036= .432
027= .213
01 = .202
Pooled within-groups correlations between discriminating variables and standardized canonical discriminant functions
Variables ordered by absolute size of correlation within function, 
a. This variable not used in the analysis.
Functions at Group Centroids
SAMPLE
Function
1
therapist
client
-.794
.794
Unstandardized canonical discriminant ftjnctions evaluated at group means
Classification Statistics
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Classification Processing Summary
Processed 52
Excluded Missing or out-of-range ngroup codes u
At least one missing Q
discriminating variable
Used In Output 52
Prior Probabilities for Groups
SAMPLE Prior
Cases Used in Analysis
Unweighted Weighted
therapist .500 26 26.000
dient .500 26 26.000
Total 1.000 52 52.000
Classification Results^
.. - -....... ............ .... ............ Predicted Group 
Membership
.......... - ' - ■ ■ -
SAMPLE therapist dient Total
Original Count- therapist 21 5 26
dient 7 19 26
% therapist 80.6 19.2 100.0
dient 26.9 73.1 , 100.0
a. 76,9% of original grouped cases correctly classified.
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T-Test Appendix 8
G roup S tatistics
STAGES N Mean Std. Deviation
Std. Etmr 
Mean
Q1 1.00 31 4.0000 1.06458 .19120
2.00 21 4.7143 .56061 .12234
02 1.00 31 3.6129 1.49839 36912
2.00 21 4.0000 1.44914 31623
03 1.00 31 2.6774 1.57876 38355
2.00 21 3Z381 1.54612 .33739
04 1.00 31 3.3871 1.22956 32084
2.00 21 4.1905 1.16701 35466
0 5 1.00 31 3.1613 1.31901 33690
2.00 21 3.6190 1.46548 31979
0 6 1.00 31 3.3548 1.17042 31021
2.00 21 3.0952 1.44585 3 i a i
07 1.00 31 3.7742 1.35916 34411
2.00 21 3.4286 1.63007 .35571
08 1.00 31 Z8387 1.36862 34581
2.00 21 2.6190 136449 34140
C0 1.00 31 3.4839 1.20750 .21687
2.00 21 4.0952 1.30018 38372
QIO 1.00 31 3.7097 1.07062 .19229
ZOO 21 3.6190 1 .3 9 S 7 .30454
O il 1.00 31 3.8710 1.14723 30605
ZOO 21 4Z381 130018 38372
012 1.00 31 3.0968 1.42255 3 ^ 0
ZOO 21 3.9048 1.60950 35122
013 1.00 31 3.7742 1.14629 30588
zoo 21 4.1429 1314TO 38690
014 1.00 31 3.3226 1-04521 .18773
zoo 21 3.0476 135927 39662
015 1.00 -31 3.3871 138269 34834
2.00 21 3.8095 1.43593 31335
016 1.00 31 3.3548 135295 32504
2.00 21 2.8571 1.68184 36701
017 1.00 31 Z0968 137489 34694
zoo 21 1.9048 1.26114 37520
018 1.00 31 3.8065 38045 .17609
zoo 21 Z8571 1 .5 ^ 7 33299
019 1.00 31 3.5484 1.09053 .19586
2.00 21 ZS238 136452 39776
020 1.00 31 3.8387 .89803 .16129
zoo 21 3.2857 138565 .34602
021 1.00 31 3Z581 1.15377 30722
zoo 21 3.5238 1.40068 30565
022 1.00 31 3.3871 1.08558 .19498
2.00 21 3.1429 1.49284 .32576
023 1.00 31 3.5484 136065 3 2 6 C
zoo 21 3.8095 1.43593 31335
024 1.00 31 3.6774 1.01282 .18191
zoo 21 3.0476 136449 34140
025 1.00 31 3.:026 1.01282 .18191
2.00 21 2.1429 1.06234 33182
026 1.00 31 3.3871 1.02233 .18362
zoo 21 3.6190 1.43095 .31226
027 1.00 31 3.6129 1.02233 .18362
2.00 21 33238 1.36452 39776
028 1.00 31 4.1290 .99136 .17805
zoo 21 3.6667 1 .a i6 4 34733
029 1.00 31 4.3871 .76059 .13661
zoo 21 4.6190 .66904 .14600
030 1.00 31 4.0645 .89202 .16021
zoo 21 4Z857 .95618 30866
031 1.00 31 2.2581 .96498 .17332
zoo 21 2.5714 138730 38091
032 1,00 31 3.7742 .95602 .17171
zoo 21 3.8095 1.12335 34513
033 1.00 31 3.9677 132431 31989
zoo 21 3.6667 139164 .34733
034 1.00 31 4.0645 1.03071 .18512
2.00 21 4.4762 .87287 .19046
035 1.00 31 3.6452 .83859 .15061
2.00 21 3.7143 1.34695 .29393
036 1.00 31 3.1935 1.04624 .18791
2.00 21 3.6190 1.43095 .31226
037 1.00 31 3.6774 1.16582 30939
2.00 21 3.4762 1.60060 .34928038 1.00 31 3.2581 1.21017 31735
2.00 21 2.6667 1.49443 .32611039 1.00 31 3.4194 1.11876 .20093
2.00 21 3.3810 1.35927 .29662
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Independent Samples Test
Levene'! 
EquaBtv ol
; Test for 
Variances t-4estfor Equality of Means
Sig.
Mean Std. Error
95% Confidence Interval
of the Differeiv^
F t df Sig. (24ailed) Difference Difference Lower _ Upper
Q1 Equalvanances 
assumed 
Equal variances 
not assumed
4.054 .049 -2.816
-3.147
SO
47.619
.007 
. .003
-.7143
-.7143
.25369
22699
-1.22384
-1.17078
-.20474
-25779
02 Equal vanances 
assumed 
Equal variances 
not assumed
.638 .428 -.926
-.932
50
44.055
.359
.356
-.3871
-.3871
.41797
.41524
-122661
-122393
.45242
.44974
03 Equal variances 
assumed 
Equal variances 
not assumed
.204 .654 -1.267
-1.272
50
43.697
.211
.210
-.5607
-.5607
.44253
.44072
-1.44952
-1.44906
.32817
.32771
04 Equal variances 
assumed 
Equal variances 
not assumed
.431 .515 -2359
-2383
50
44.582
.022
.021
-.8034
-.8034
.34054
.33708
-1.48738
-1.48246
-.11938
-.12429
0 5 Equal variances 
assumed 
Equal variæces 
not assumed
.944 .336 -1.174
-1.150
50
39.953
.246
257
-.4578
-.4578
.38987
.39798
-124084
-126214
.32532
.34662
06 E ( ^  variances 
assumed 
Equal variances 
not assumed
2.002 .163 .713
.685
50
36.856
.479
.498
2596
2596
.36393
.37913
-.47138
-.50868
.99058
1.02788
07 Equal variances 
assumed - 
Equal variances 
not assumed
2.312 .135 .830
.801
50
37.700
.411
.428
.3456
.3456
.41645
.43142
-.49085
-.52797
1.18209
1.21921
08 Equed variances 
assumed 
Equal variances 
not assumed
.646 .426 .536
.522
50
39.105
.594
.605
2197
2197
.40985
.42069
-.60354
-.63118
1.04287
1.07051
09 Equal variances 
assumed 
Equal variances 
not assumed
.007 .932 -1.737
-1.712
50
40.892
.089
.094
-.6114
-.6114
.35198
.35712
-1.31834
-1.33264
.09561
.10990
QIO Equal variances 
assumed 
Equad variances 
not assumed
3.062 .086 265
252
50
35.377
.792
.803
.0906
.0906
.34229
.36017
-.59688
-.64027
.77814
.82153
O il Equal variances 
assumed 
Equal variances 
not assumed
.022 .883 -1.073
-1.047
50
39.361
288
.301
-.3671
-.3671
.34218
.35065
-1.05442
-1.07617
.32017
.34192
012 Equad vaiances 
assumed 
Equal variances 
not assumed
.981 .327 -1.906
-1.860
50
39.411
.062
.070
-.8080
-.8080
.42397
.43432
-1.65957
-1.68619
.04359
.07022
013 Equal variances 
assumed 
Equal variances 
not assumed
.184 .670 -1.072
-1.044
50
39.006
.289
.303
-.3687
-.3687
.34381
.35313
-1.05922
-1.08293
.32189
.34560
014 Equal variances 
assumed 
Equal variances 
not assumed
.837 .365 .824
.783
50
35.440
.414
.439
2750
.2750
.33375
.35103
-.39540
-.43735
.94532
.98728
015 Equal variances 
assumed 
Equal variances 
not assumed
.044 .834 -1.064
-1.057
50
41.975
.292
.297
-.4224
-.4224
.39687
.39982
-1.21957
-1.22932
.37471
.38446
016 Equal variances 
assumed 
Equal variances 
not assumed
5.533 .023 1223
1.156
50
34.605
.227
.256
.4977
.4977
.40696
.43051
-.31970
-.37663
1.31509
1.37203
017 Equal variances 
assumed 
Equal variances 
not assumed
.487 .489 .511
.519
50
45.505
.612
.606
.1920
.1920
.37605
.36975
-.56331
-.55247
.94733
.93650
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independent Samples Test
-
Levene's Test for 
Equafity of Variances t-test for EquaBtv of Means
F Sig. t df Sig. (2-4ailed)
Mean
Difference
Std. Error 
Différence
95% Confidence Interval 
of the Difference
Lower Upper
Q18 Equal variances 
assumed 
Equal variances 
not assumed
8.711 .005 2.735
2.520
50
31.127
.009
.017
.9493
.9493
.34709
.37669
.25216
.18118
1.64646
1.71744
Q19 Equal variances 
assumed 
Equal variances 
not assumed
2.546 .117 3.002
2875
50
36.497
.004
.007
1.0246
1.0246
.34130
.35641
.33906
.30209
1.71010
1.74706
020 Equal variances 
assumed 
Equal variances 
not assumed
12.064 .001 1.603
1.449
50
28.731
.115
.158
.5530
.5530
.34494
.38176
-.13984
-22811
124583
1.33410
021 Equal variances 
assumed 
Equal variances 
not assumed
1.327 255 -.747
-.720
50
37.350
.458
.476
-2657
-2657
.35564
.36928
-.98008
-1.01373
.44859
.48224
022 Equal variaices 
assumed 
Equal variances 
not assumed
2357 .131 .684
.643
50
33.988
.497
.524
2442
2442
.35733
.37966
-.47348
-.52732
.96196
1.01580
023 Equd variances 
assumed 
Equal variances 
not assumed
.921 .342 -.693
-.675
50
39211
.492
.503
-2611
-2611
.37689
.38659
-1.01814
-1.04295
.49587
.52068
024 Equal variances 
assumed 
Equal variances 
not assumed
5.454 .024 1.765
1.628
50
31287
.084
.114
.6298
.6298
.35688
.38684
-.08702
-.15887
1.34662
1.41847
025 Equal variaawes 
assumed 
Equal variances 
not assumed
.011 .917 4.041
4.004.
50
41.678
.000
.000
1.1797
1.1797
29193
29467
.59337
.58491
1.76608
1.77453
026 Equal variances 
assumed 
Equal valances 
not assumed
3.137 .083 -.682
-.640
50
33.548
.498
.526
-2320
-2320
.33987
.36224
-.91461
-.96848
.45070
.50458
027 Equal variances 
assumed 
Equal variances 
not assumed
3222 .079 269
255
50
34.752
.789
.800
.0891
.0891
.33103
.34982
-.57580
-.62127
.75398
.79946
028 Equal variances 
assumed 
Equsd variances 
not assumed
9.591 .003 1292
1.185
50
30.490
.202
245
.4624
.4624
.35783
.39031
-25636
-.33421
1.18109
125894
029 E(ÿjal variances 
assumed 
Equal variances 
not assumed
.638 .428 -1.131
-1.160
50
46.558
263
252
-2320
-.2320
20500
.19994
-.64371
-.63428
.17981
.17038
030 Equal variances 
assumed 
Equcd variances 
not assumed
1.003 .321 -.852
-.841
50
41.027
.398
.405
-.2212
-2212
25951
26307
-.74245
-.75247
.30005
.31007
031 Equal variances 
assumed 
Equal variances 
not assumed
2.178 .146 -1.003
-.949
50
34.766
.321
.349
-.3134
-.3134
.31237
.33008
-.94078
-.98361
.31405
.35689
032 Equal variances 
assumed 
Equal variances 
not assumed
.009 .925 -.122
-.118
50
38295
.904
.907
-.0353
-.0353
.29004
.29929
-.61789
-.64106
.54723
157040
033 Equal variances 
assumed 
Equal variances 
not assumed
3.791 .057 .770
.732
50
35.449
.445
.469
.3011
.3011
.39087
.41108
-.48401
-.53309
1.08616
1.13524
034 Equal variances 
assumed 
Equal variances 
__ not assumed
.261 .611 -1.501
-1.550
50
47.421
.140
.128
-.4117
-.4117
.27433
.26561
-.96269
-.94590
.13934
.12255
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Independent Samples Test
Levene’s Test for 
Equality of Variances t-test fcrEquafitv of Means
' Mean Std. Error
95% Confidence Interval 
of the Difference
F Sig _ t df Sig. (24ailed) Difference Difference Lower Upper
■Q35 Equal variances 
assumed 
Equal variances 
not assumed
6.316 .015 -.228
-.209
50
30.481
.820
.836
-.0691
-.0691
.30277
.33027
-.67726
-.74318
. .53901 
.60493
Q36 E (fo l variances 
assumed 
Equal variances 
not assumed
5.434 .024 -1239
-1.168
50
34.125
221
251
-.4255
-.4255
.34334
.36444
-1.11512
-1.16603
26413
.31503
Q37 Equal variances 
assumed 
Equal variaices 
not assumed
6.617 .013 .525
.494
50
34.028
.602
.624
2012
.2012
.38340
.40723
-.56885
-.626^
.97131
1.02880
Q38 Equal variances 
assumed 
Equal variances 
not assumed
3.142 .082 1.572
1.509
50
36.866
.122
.140
.5914
.5914
.37623
.39191
-.16427
-20278
1.34707
1.38558
039 Equal variances 
assumed 
Equal variances 
not assumed
2.181 .146 .111
.107
50
37.327
.912
.915
10384
.0384
24499
.35827
-.65453
-.68730
.73134
.76411
K '
1
I
II
I:I
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Analysis 1 
Stepwise Statistics
Appendix 9
Variables EnterecVRemovecP’*^’’^
Wilks’ Lambda
Step Entered Statistic dfl df2 d!3
1 025 .754 1 1 50.000
2 04 .607 2 1 50.000
At each step, the variable that minimizes the overall Wilks' Lambda is entered.
Variables Efitered/Removed®’**’®'**
Wilks' Lambda
ExactF
Step Statistic dfl df2 Sig.
1 16.331 1 50.000 .000
2 15.870 2 49.000 .000
At each step, the variable that minimizes the overall Wilks' Lambda is entered.
a. Maximum numba" of steps is 10.
b. Minimum partial F to enter is 3.84.
c. Maximum partial F to remove is 2.71.
d. F level, tolerance, or VIN insufficient for fiirther computation.
Variables in the Analysis
Step Tolerance F to Remove
Wilks'
Lambda
1 025 1.000 16.331
2 025 .880 23.654 .900
04 .880 11.862 .754
Variables Not in the Analysis
Step Tolerance
Min.
Tolerance F to Enter
Wilks'
Lambda
0 Q1 1.000 1.000 7.928 .863
04 1.000 1.000 5.565 .900
018 1.000 1.000 7.481 .870
019 1.000 1.000 9.012 .847
025 1.000 1.000 16.331 .754
 ^ Q1 .998 .998 5.116 .683
04 .880 .880 11.862 .607
018 .723 .723 .379 .748
019 .813 .813 1.433 .732
Q1 .910 .803 1.333 .590
018 .723 .656 .267 .604
019 .801 .753 2.083 .582
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Wilks' Lambda
Step
Number of 
Variables Lambda df1 dfZ df3
1 1 .754 1 1 50
2 2 .607 2 1 50
Wilks' Lambda
ExactF
Step Statistic dfl df2 Sig.
1 16,331 1 50.000 1.834E-04
2 15.870 2 49.000 4.854E-06
Summary of Canonical Discriminant Functions
Eigenvalues
Function Eigenvalue % of Variance Cumulative %
Canonical
Correlation
1 .648= 100.0 100.0 .627
a. First 1 canonical discriminant functions were used in the analysis.
Wilte* Lambda
Test of Functi'onfs)
Wilks'
Lambda Chi-sguare df Sig.
1 .607 24.472 2 .000
Standardized Canonical Discriminant Function Coefficients
Function
1
04
025
-.751
.970
Structure Matrix
Function
1
025 .710
04 -.415
018= .380
01 = -.241
019= .230
Pooled within-groups correlations between discriminating variables and standardized canonical discriminant functions
Variables ordered by absolute size of correlation within function, 
a This variable not used in the analysis.
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F u n c t io n s  at Group Centroids
Function
STAGES 1
1.00 .650
2.00 -.959
Unstandardized canonical discriminant functions evaluated at group means
Classification Statistics
Classification Processing Summary
Processed 52
Excluded Missing or out-of-range 0group codes
At least one missing 0discriminating variable
Used in Output 52
Prior Probabilities for Groups
STAGES Prior
Cases Used in Analysis
Unweighted Weighted
1.00 .500 31 31.000
2.00 .500 21 21.000
Total 1.000 52 52.000
Classification Results^
Predicted Group 
Membership
STAGE3 1.00 2.00 Total
Original Count 1.00 26 5 31
2.00 5 16 21
% 1.00 83.9 16.1 100.0
2.00 23.8 76.2 100.0
a. 80.8% of original grouped cases correctly classified.
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T-Test Appendix 10
G roup S tatistics
CONTROL N Mean Std. Deviation
Std. Error 
Mean
Q1 yes 34 4.1471 1.01898 .17475
18 4.5556 .78382 .18475
C22 jres 34 3.8824 1.32035 Z2644
no 18 3.5556 1.^641 .41399
03 yes 34 2.7353 1.52373 .26132
no 18 3.2222 1.66470 .39237
04 yes 34 3.6176 1.23128 Z1116
no 18 3.8889 1.32349 .31195
05 yes 34 3Z0S9 1Z7397 Z1848
no 18 3.6111 1.57700 .37170
06 yes 34 3.4706 1.18668 Z0351
no 18 Z8333 1.38267 .32590
0 7 yes 34 3.8529 1.15817 .19862
no 18 3.2222 1 .89^9 .44689
08 yes 34 Z8235 1.33645 Z2920
no 18 Z8111 1.64992 .38889
09 yes 34 3.4118 1Z3381 Z1160
no 18 4.3333 1.13759 Z6813
QIO yes 34 3.8824 1.12181 .19239
no 18 3Z778 1Z7443 .30039
O il yes 34 4.1175 1Z4960 Z1430
no 18 3.8333 1.15045 Z7116
012 yes 34 ZS23S 1.42426 Z4426
no 18 4JSSSG 1.04162 Z4S51
013 yes 34 Axoao 1.07309 .18403
no 18 3.7778 1.47750 54825
014 yes 34 3.3824 1.07350 .18410
no 18 Z8889 1.32349 51195
015 yes ... 34 33529 1.39006 53839
no 18 33444 1.39209 52812
016 yes 34 33882 1.15778 .19856
no 18 23333 1.60880 57920
017 yes 34 23000 1Z3091 51110
no 18 2.0556 1.51356 55675
018 yes 34 3.67KÎ .94454 .16199
no 18 23444 1.73111 .40803
019 yes 34 3.4118 1.04787 .17971
18 Z6111 157700 57170
020 yes 34 3.7647 1.04617 .17942
no 18 3.3333 1.53393 .361%
021 yes 34 3.3824 1.15509 .19810
no 18 3.3333 1.45521 54300
022 yes 34 3.4412 1.10621 .18971
18 3.0000 1.49509 55240
023 yes 34 3.4412 1ZS990 51607
no 18 4.0556 159209 .32812
024 yes 34 3.4412 1.05000 .18007
no 18 33889 1.68519 59720
025 yes 34 3.0000 .95346 .16352
no 18 2.5556 1.50381 55445
026 yes 34 33000 1.10782 .18999
no 18 3.4444 1.38148 52562
027 yes 34 33294 1.05127 .18029
no 18 3.6667 1.37199 .32338
028 yes 34 4.1765 1.05803 .18145
no 18 3.5000 1.54349 .36380
029 yes 34 4.4706 .70648 .12116
no 18 4.5000 .78591 .18524
030 yes 34 4.1176 .91336 .15664
no 18 47722 .94281 .22222
031 yes 34 2.3529 1.09772 .18826
no 18 2.4444 1.14903 57083
yes 34 3.7941 .97792 .16771
no 18 3.7778 1.11437 .26266
yes 34 3.9118 1Z1525 .20841
no 18 3.7222 1 .6 7 ^ .39445
034“ “ yes 34 4.1765 1.02899 .17647
no 18 4.3333 .90749 51390
yes 34 3.6765 .87803 .15058
— no 18 3.6667 1.37199 .32338
0 3 ^ “ * yes 34 3.1765 1.08629 .18630
■--------- no 18 3.7222 1.40610 .33142
037 yes 34 3.6765 1.27257 .21824
no 18 3.4444 1.50381 .35445
038 yes 34 3.1471 1.15817 .19862
no 18 2.7778 1.66470 .39237
yes 34 3.4706 1.02204 .17528
no 18 3Z778 1.52646 .35979
334
Independent Samples Test
Levene's Test for 
EquaBtv of Variances t-test for Equality of Means
. Mean Std. En-or
95% Confidence Interval 
of the Difference
F Sig. t df Sig. (2-tailed) Difference Difference Lower Upper
Q1 Equal variances 
assumed .399 .530 -1.482 50 .145 -.4085 .27564 -.96213 .14514
Equal variances 
not assumed -1.606 43.210 .115 -.4085 25431 -.92128 .10429
02 Equal variances 
assumed 4.449 .040 .756 50 .453 .3268 .43230 -.54150 1.19510
Equ^ variances 
not assumed .693 27.429 .494 .3268 .47187 -.64069 129429
03 Equal variances 
assumed .416 .522 -1.062 50 .293 -.4869 .45854 -1.40793 .43407
Equal variances 
not assumed -1.033 32165 .309 -.4869 .47143 -1.44700 .47315
04 Equal variances 
assumed 582 .598 -.737 50 .465 -.2712 .36827 -1.01093 .46844
Equal variances 
not assumed -.720 32620 .477 -.2712 .37670 -1.03798 .49550
05 Ecpjal vsffiances 
assumed 3.803 .057 -1.004 50 .320 -.4052 .40356 -121580 .40534
Equal variaices 
not assumed -.940 28.993 .355 -.4052 .43116 -128706 .47660
06 Equal variances 
assumed .999 .322 1.740 50 .088 .6373 .36633 -.09854 1.37305
Equal variances 
not assumed 1.659 30.458 .107 .6373 .38422 -.14694 1.42145
07 E ( ^  variances 
assumed 19.056 .000 1.490 50 .142 .6307 .42317 -21924 1.48067
Equal variances- 
not assumed 1590 23.899 .209 .6307 .48904 -.37884 1.64027
06 Equal variances 
assumed 3.057 .087 .502 50 .618 2124 .42285 -.63690 1.06174
Equal variances 
not assumed .471 29.055 .641 2124 .45141 -.71073 1.13557
09 Equal variances 
assumed .578 .451 -2630 50 .011 -.9216 .35036 -1.62529 -21785
Equal variances 
not assumed -2698 37.312 .010 -.9216 .34157 -1.61345 -22968
010 Equal variances 
assumed 510 .649 1.764 50 .084 .6046 .34277 -.08391 1.29306
Equal venances 
not assumed 1.695 31.111 .100 .6046 .35672 -.12285 1.33200
O il Equal variances 
assumed .160 .691 .802 50 .427 .2843 .35469 -.42809 .99672
Equsri varisnces 
not assumed .823 37.360 .416 2843 .34562 -.41576 .98439
012 Equal variances 
assumed 5.369 .025 -4.547 50 .000 -1.7320 .38092 -249713 -.96693
Equal variances 
not assumed -5.001 44.732 .000 -1.7320 .34632 -2.42967 -1.03438
013 Equal variances 
assumed 3.474 .068 .622 SO .537 2222 .35727 -.49537 .93981
Equal variances 
not assumed .564 æ .746 .577 2222 .39389 -.58632 1.03077
014 Equal vanances 
assumed .780 .381 1.454 50 .152 .4935 .33945 -.18835 1.17527
Equal variances 
not assumed 1.362 29.087 .184 .4935 .36223 -.24727 123420
015 Equal variances 
assumed .278 .600 -1.459 50 .151 -.5915 .40539 -1.40576 .22275
Equal variances 
not assumed -1.458 34.703 .154 -.5915 .40558 -1.41512 .23211
016 Equal variances 
assumed 5.583 .022 3541 50 .002 1.2549 .38722 .47714
2.03266
Equal variances 
not assumed 2.932 26.571 .007 1.2549 .42804 .37598 2.13383
017 Equal variances 
assumed 3.129 .083 -.143 50 .887 -.0556 .38878 -.83644 .72533
Equal variances 
not assumed -.134 29.148 .894 -.0556 .41453 -.90317 .79206
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independent Samples Test
Levene’s Test for 
Equality of Variances t-test for Equafrty of Means
Mean Std. Error
95% Confidence Interval 
of the Difference
F Sig. t df Sig. (2-tailed) [Mference Difference Lower Upper
Q18 Equal variances 
assumed 17.071 .000 1.981 50 .053 .7320 .36960 -.01033 1.47439
Equal variances 
not assumed 1.667 22.493 .109 .7320 .43900 -.17726 1.64131
Q19 Equal variances 
assumed 8.839 .005 2.192 50 .033 .8007 .36527 .06699 1.53432
Equal variances 
not assumed 1.939 25.168 .064 .8007 .41287 -.04937 1.65068
020 Equal variances 
assumed 5.357 .025 1.199 50 236 .4314 .35965 -.29101 1.15376
Equal vanances 
not assumed 1.069 25.604 295 .4314 .40362 -.39891 1.26165
021 Equal variances 
assumed 1.884 .176 .133 50 .895 .0490 .36878 -.69163 .78973
Equal variances 
not assumed .124 28.593 .902 .0490 .39609 -.76158 .85962
022 E(?jal valances 
assumed 2206 .144 1209 50 232 .4412 .36496 -29188 1.17423
Equal variances 
not assumed 1.102 27.109 280 .4412 .40022 -.37985 126220
023 Equal variances 
assumed .122 .728 -1.613 50 .113 -.6144 .38079 -1.37922 .15046
Ecpial varisices 
not assumed -1.564 31.855 .128 -.6144 .39287 -1.41478 .18602
024 Equal variances 
assumed 12685 .001 .138 50 .891 .0523 .37930 -.70955 .81413
Equsd variances 
not assumed . . . .120 24.180 .906 .0523 .43612 -.84746 .95203
025 Equal variances 
assumed 9.729 .003 1.303 50 .198 .4444 .34104 -24056 1.12945
Etpjal valances 
notctssumed 1.139 24.436 266 .4444 .39035 -.36044 124933
026 Equal variances 
assumed 2014 .162 .158 SO .875 .0556 .35208 -.65161 .76272
Equal variances 
not assumed .147 28.824 .884 .0556 .37699 -.71569 .82680
027 Equal variances 
assumed 2.012 .162 -.402 50 .689 -.1373 .34111 -.82239 .54788
Equal variances 
not assumed -.371 27.826 .714 -.1373 .37024 -.89588 .62137
028 Equad variances 
assumed 6.833 .012 1.865 50 .068 .6765 .36277 -.05217 1.40511
Equad variances 
not assumed 1.664 25.691 .108 .6765 .40654 -.15968 1.51262
029 Equad variances 
assumed .468 .497 -.137 50 .891 -.0294 21408 -.45941
.40059
Equad variances 
not assumed -.133 31.671 :895 -.0294 22134 -.48046 .42164
030 Equal variances 
assumed .112 .740 -.388 50 .699 -.1046 26919 -.64525
.43610
Equal variances 
not assumed -.385 33.792 .703 -.1046 27188 -.65723
.44808
031 Equal variances 
assumed .002 .962 -281 50 .780 -.0915 .32514 -.74456
.56156
Equal variances 
not assumed -277 33.382 .783 -.0915 .32983 -.76226
.57925
032 Equal variances 
assumed .017 .898 .055 SO .957 .0163 29917 -.58457
.61725
Equal variances 
not assumed .052 31.030 .959 .0163 .31164 -.61922
.65190
033 Equal variances 
assumed 5.325 .025 .468 50 .642 .1895 .40463 -.62318
1.00227
Equal variances 
not assumed .425 26.743 .674 .1895 .44613
-.72624 1.10533
034 Equal variances 
assumed .252 .618 -.544 SO .589 -.1569 .28839 -.73611
.42238
Equal variances 
not assumed -.566 38.767 .575 -.1569 .27730 -.71786
.40413
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Independent Samples Test
Levene’s Test for 
EquaBtv of Variances t-test for EquaBtv of Meæs
Meaffi Std. Error
95% Confidence Interval 
of the Difference
F Sig. t df Sig. (2-taaed) Difference Deference Lower Upper
035 Ecpral variances 
assumed 6.353 .015 .031 50 .975 .0098 .31243 -.61773 .63734
E ( ^  variances 
not assumed .027 24.576 .978 .0098 .35672 -.72552 .74513
036 Equal variances 
assumed 2585 .114 -1.554 50 .126 -.5458 .35113 -125101 .15951
Equal variances 
not assumed -1.435 28.000 .162 -.5458 .38019 -1.32454 23304
037 Equal variances 
assumed 1.790 .187 .587 50 .560 2320 .39515 -.56166 1.02571
Equal variances 
not assumed .557 30.104 .581 2320 .41625 -.61795 1.08200
038 Equal valances 
assumed 7.732 .008 .937 50 .353 .3693 .39405 -.42220 1.16076
Equal variances 
not assumed .840 25.951 .409 .3693 .43978 -.53479 127335
039 Equal variances 
assumed 6.857 .012 .543 50 .589 .1928 .35481 -.51985 .90547
Equal variances 
not assumed .482 25293 .634 .1928 .40021 -.63096 1.01658
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Wilks' Lambda 
Appendix 11
Step
Number of 
Variables Lambda df1 dt2 df3
1 1 .707 1 1 50
2 2 .648 2 1 50
Wilks' Lambda
ExactF
Step Statistic dfl df2 Sig.
1 20.675 1 50.000 3.479E-05
2 13.317 2 49.000 2.405E-05
Summary of Canonical Discriminant Functions
Eigenvalues
Function Eigenvalue % of Variance Cumulative %
Canonical
Correlation
1 -544= 100.0 100.0 .593
a. First 1 canonical discriminant functions were used in the analysis.
Wilks' Lambda
Test of Function(s)
Wilks'
Lambda Chi-square df Sig.
1 .648 21.270 2 .000
Standardized Canonical Discriminant Function Coefficients
Function
1
Q16
Q12
-.495
.793
Structure Matrix
Function
1
Q12 .872
Q16 -.622
019= -.261
09= .246
Pooled within-groups correlations between discriminating variables and standardized canonical discriminant functions
Variables ordered by absolute size of connelation within function, 
a. This variable not used in the analysis.
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Functions at Group Centroids
Function
CONTROL 1
yes -.526
no .994
U nstandardized  ca n o n ica l discriminant functions eva lu a ted  a t  group  m e a n s
Classification Statistics
Classification Processing Summary
Processed 52
Excluded Missing or out-of-range n
group codes V
At least one missing n
discriminating variable V
Used in Output 52
Prior Probabilities for Groups
CONTROL Prior -
Cases Used in Analysis
Unweighted Weighted
yes .500 34 34.000
no .500 18 18.000
Total 1.000 52 52.000
Classification Results^
Predicted Group 
Membership
CONTROL yes no Total
Original Count yes 25 9 34
no 3 15 18
% yes 73.5 26.5 100.0
no 16.7 83.3 100.0
a. 76.9% of original grouped cases correctly classified.
a
I
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Oneway A ppendix 12
Descriptives
N Mean Std. Deviation Std. Enor
95% Confidence Interval for 
Mean
Minimum MaximumLower Bound Uoper Bound
Q1 No previous treatment 19 4.0526 1.17727 .27008 3.4852 46201 1.00 5.00
M 14 4.9286 .26726 .07143 4.7743 5.0829 4.00 5.00
other 19 4.0526 .84811 .19457 3.6439 4.4614 3.00 5.00
Total 52 4.2885 .95664 .13266 4.0221 4.5548 1.00 5.00
02 No previous treatment 19 3.8947 1.24252 .28505 3.2959 4.4936 1.00 5.00
AA 14 3.5000 1.87083 .50000 2.4198 4.5802 1.00 5.00
other 19 3.8421 1.42451 .32681 3.1555 4.5287 1.00 5.00
Total 52 3.7692 1.47682 .20480 3.3581 4.1804 1.00 5.00
0 3 No previous treatment 19 2.5263 1.38918 .31870 1.8568 3.1959 1.00 5.00
AA 14 3.5000 1.65250 .44165 2.5459 4.4541 1.00 5.00
other 19 2.8421 1.64192 37% 8 Z0507 3.6335 1.00 5.00
Total 52 2.9038 1.57505 .21842 2.4654 3.3423 1.00 5.00
04 No previous treatment 19 3.4737 1.17229 .26894 2.9087 4.0387 1.00 5.00
AA 14 4.1429 1.29241 .34541 3.3966 4.8891 1.00 5.00
other 19 3.6316 1.30002 .29825 3.0050 4.2582 1.00 5.00
Total 52 3.7115 1.25771 .17441 3.3614 4.0817 1.00 5.00
05 No previous treatment 19 3.2632 1.19453 .27404 2.6874 3.8389 1.00 5.00
AA 14 4.0000 1.56893 .41931 3.0941 4.9059 1.00 5.00
other 19 2.9474 1.31122 .30081 Z3154 3.5794 1.00 5.00
Total 52 3.3462 1.38457 .19201 2.9607 3.7316 1.00 5.00
06 No previous treatment 19 3.3158 1.24956 .28667 2.7135 3.9181 1.00 5.00
AA 14 2.7857 1.47693 .39473 1.9330 3.6385 1.00 5.00
other 19 3.5263 1.12390 .25784 29846 4.0680 200 5.00
Total — 52 32500 1.28147 .17771 28932 3.6068 1.00 5.00
07 No previous treatment - 19 3.7368 1.32674 .30437 3.0974 4.3763 1.00 5.00
AA 14 3.2143 1.84718 .49368 2.1478 4.2808 1.00 5.00
other 19 3.8421 1.30227 .29876 3.2144 4.4698 1.00 5.00
Total 52 3.6346 1.46901 .20372 3.2256 4.0436 1.00 5.00
08 No previous treatment 19 22632 . 1.04574 .23991 1.7591 2.7672 1.00 5.00
AA 14 2.4286 1.78516 .47711 1.3978 3.4593 1.00 5.00
other 19 3.4737 1.26352 .28987 28647 4.0827 1.00 5.00
Total 52 27500 1.43998 .19969 2.3491 3.1509 1.00 5.00
09 No previous treatment 19 3.4737 1.07333 .24624 29564 3.9910 1.00 5.00
AA 14 42143 1.42389 .38055 3.3922 5.0364 1.00 5.00
other 19 3.6316 1.30002 .29825 3.0050 4.2582 1.00 5.00
Total 52 3.7308 1.26979 .17609 3.3773 4.0843 1.00 5.00
010 No previous treatment 19 3.8947 1.14962 .26374 3.3406 4.4488 1.00 5.00
AA 14 3.3571 1.39268 .37221 2.5530 4.1613 1.00 5.00
other 19 3.6842 1.10818 .25423 3.1501 42183 2.00 5.00
Total 52 3.6731 1.20002 .16641 3.3390 4.0072 1.00 5.00
O il No previous treatment 19 3.7368 1.44692 .33195 3.0395 4.4342 1.00 5.00
AA 14 4.2857 .91387 .24424 3.7581 4.8134 3.00 5.00
other 19 4.1053 1.14962 .26374 3.5512 4.6594 1.00 5.00
Total 52 4.0192 1.21252 .16815 3.6817 4.3568 1.00 5.00
012 No previous treatment 19 2.4737 1.30675 .29979 1.8438 3.1035 1.00 5.00
AA 14 4.6429 1.08182 .28913 4.0182 5.2675 1.00 5.00
other 19 3.4737 1.42861 .32775 2.7851 4.1623 1.00 5.00
Total 52 3.4231 1.53835 .21333 2.9948 3.8514 1.00 5.00
013 No previous treatment 19 3.7895 1.08418 .24873 3.2669 4.3120 1.00 5.00
AA 14 4.2143 1.12171 .29979 3.5666 4.8619 1.00 5.00
other 19 3.8421 1.42451 .32681 3.1555 4.5287 1.00 5.00
Total 52 3.9231 1.21826 .16894 3.5839 4.2622 1.00 5.00
014 No previous treatment 19 3.4737 1.12390 .25784 2.9320 4.0154 1.00 5.00
AA 14 2.9286 1.49174 .39868 2.0673 3.7899 1.00 5.00
other 19 3.1579 .95819 .21982 2.6961 3.6197 1.00 5.00
Total 52 3.2115 1.17718 .16325 2.8838 3.5393 1.00 5.00
015 No previous treatment 19 3.2105 1.22832 .28180 2.6185 3.8026 1.00 5.00
AA 14 4.0000 1.41421 .37796 3.1835 4.816S 1.00 5.00
other 19 3.5789 1.53897 .35306 2.8372 4.3207 1.00 5.00
Total 52 3.5577 1.40606 .19499 3.1662 3.9491 1.00 5.00
016 No previous treatment 19 3.6316 1.38285 .31725 2.9651 4.2981 1.00 5.00
AA 14 1.8571 1.35062 .36097 1.0773 2.6370 1.00 5.00
other 19 3.6316 .95513 .21912 3.1712 4.0919 2.00 5.00
Total 52 3.1538 1.44690 .20065 2.7510 3.5567 1.00 5.00
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Descriptives
N Mean Std. Deviation Std. Error
95% Confidence Interval for 
Mean
Minimum MaximumLower Bound Upper Bound
■Q17 No previous treatment 19 1.7368 .87191 .20003 1.3166 2.1571 1.00 4.00
AA 14 1.2857 .61125 .16336 .9328 1.6386 1.00 3.00
other 19 2.8421 1.64192 .37668 2.0507 3.6335 1.00 5.00
Total 52 2.0192 1.32088 .18317 1.6515 Z3870 1.00 5.00
■q Î8 No previous treatment 19 3.5263 1.07333 .24624 3.0090 4.0436 ZOO 5.00
AA 14 2.4286 1.60357 .42857 1.5027 3.3544 1.00 5.00
other 19 4.0526 .77986 .17891 3.6767 4.4285 3.00 5.00
Total 52 3.4231 1.30378 .18080 3.0601 3.7861 1.00 5.00
Q19 No previous treatment 19 3.5789 .83771 .19218 3.1752 3.9827 ZOO 5.00
AA 14 1.8571 1.16732 .31198 1.1832 2.5311 1.00 4.00
other 19 3.6316 1.16479 .26722 3.0702 4.1930 1.00 5.00
Total 52 3.1346 1.29900 .18014 2.7730 3.4963 1.00 5.00
020 No previous treatment 19 3.8947 .87526 .20080 3.4729 4.3166 ZOO 5.00
AA 14 3.0714 1.77436 .47422 2.0469 4.0959 1.00 5.00
other 19 3.7368 .99119 .22739 32591 4.2146 ZOO 5.00
Total 52 3.6154 1.23913 .17184 32704 3.9604 1.00 5.00
021 No previous treatment 19 3.2632 1.09758 .25180 2.7341 3.7922 ZOO 5.00
AA 14 3.7143 1.48989 .39819 2.8540 4.5745 1.00 5.00
other 19 3.2105 1.22832 .28180 Z6185 3.8026 1.00 5.00
Total 52 3.3654 1.25290 .17375 3.0166 3.7142 1.00 5.00
022 No previous treatment 19 3.4211 1.12130 .25724 2.8806 3.9615 zoo 5.00
AA 14 3.0714 1.77436 .47422 Z0469 4.0959 1.00 5.00
other 19 3.3158 .94591 .21701 Z8599 3.7717 1.00 5.00
Totsd 52 3.2885 1.25771 .17441 Z9383 3.6386 1.00 5.00
023 No prewous treatment 19 3.4737 1.26352 .28987 2.8647 4.0827 1.00 .5.00
AA 14 4.2857 1.32599 .35438 3.5201 5.0513 1.00 5.00
other 19 3.3684 1.30002 .29825 2.7418 3.9950 1.00 5.00
Total 52 3.6538 1.32672 .18398 3.2845 4.0232 1.00 5.00
024 No prewous treatment 19 3.4737 .77233 .17718 3.1014 3.8459 zoo 5.00
AA 14 2.9286 1.81720 ,.48567 1.8794 3.9778 1.00 5.00
other 19 3.7368 . 1.19453 .27404 3.1611 4.3126 zoo 5.00
Total 52 3.4231 1.28866 .17870 3.0643 3.7818 1.00 5.00
025 No previous treatment 19 2.8421 .83421 .19138 2.4400 3.2442 1.00 4.00
AA 14 1.9286 1.07161 .28640 1.3098 Z5473 1.00 4.00
other 19 3.5263 1.12390 .25784 2.9846 4.0680 2.00 5.00
Total 52 2.8462 1.17798 .16336 2.5182 3.1741 1.00 5.00
026 No previous treatment 19 3.2632 .99119 .22739 2.7854 3.7409 1.00 5.00
AA 14 3.7143 1.58980 .42489 Z7964 4.6322 1.00 5.00
other 19 3.5263 1.07333 .24624 3.0090 4.0436 1.00 5.00
Total 52 3.4808 1.19624 .16589 3.1477 3.8138 1.00 5.00
027 No previous treatment 19 3.3684 .95513 .21912 Z9081 3.8288 zoo 5.00
AA 14 3.9286 1.38477 .37009 3.1290 4.7281 1.00 5.00
other 19 3.5263 1.17229 .26894 Z9613 4.0913 2.00 5.00
Total 52 3.5769 1.16056 .16094 32538 3.9000 1.00 5.00
028 No previous treatment 19 4.0526 .97032 .22261 3.5850 4.5203 zoo 5.00
AA 14 3.3571 1.69193 .45219 Z3802 4.3340 1.00 5.00
other 19 4.2632 1.09758 .25180 3.7341 4.7922 zoo 5.00
Total 52 3.9423 1.27439 .17673 3.5875 4.2971 1.00 5.00
029 No previous treatment 19 4.4211 .50726 .11637 4.1766 4.6655 4.00 5.00
AA 14 4.7143 .61125 .16336 4.3614 5.0672 '3 .00 5.00
other 19 4.3684 .95513 .21912 3.9081 4.8288 2.00 5.00
Total 52 4.4808 .72735 .10086 4.2783 4.6833 zoo 5.00
030 No previous treatment 19 4.0000 .81650 .18732 3.6065 4.3935 2.00 5.00
AA 14 4.2143 1.05090 .28087 3.6075 4.8211 zoo 5.00
other 19 4.2632 .93346 .21415 3.8132 4.7131 2.00 5.00
Total 52 4.1538 .91576 .12699 3.8989 4.4088 2.00 5.00
031 No previous treatment 19 2.4737 1.12390 .25784 1.9320 3.0154 1.00 5.00
AA 14 2.2143 1.12171 .29979 1.5666 2.8619 1.00 5.00
other 19 2.4211 1.12130 .25724 1.8806 2.9615 1.00 5.00
Total 52 2.3846 , 1.10531 .15328 2.0769 2.6923 1.00 5.00
032 No previous treatment 19 3.7368 .87191 .20003 3.3166 4.1571 2.00 5.00
AA 14 3.6429 1.21574 .32492 2.9409 4.3448 1.00 5.00
other 19 3.9474 1.02598 .23538 3.4529 4.4419 zoo 5.00
Total 52 3.7885 1.01627 .14093 3.5055 4.0714 1.00 5.00
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Descriptives
N Mean Std. Deviation Std. Error
95% Confidence Interval for 
Mean
Mirwrnum MaximumLower Bourxl Upper Bocnd
*033 No previous treatment 19 3.8947 1.37011 .31432 3.2344 4.5551 1.00 5.00
AA 14 3.4286 1.91007 .51049 23257 4.5314 1.00 5.00
other 19 4.1053 .80930 .18567 3.7152 4.4953 3.00 5.00
Total 52 3.8462 1.37747 .19102 3.4627 4.2296 1.00 5.00
Q34 No previous treatment 19 4.1053 1.10024 .25241 3.5750 4.6356 1.00 5.00
AA 14 4.5000 .85485 .22847 4.0064 4.9936 2.00 5.00
other 19 4.1579 .95819 .21982 3.6961 4.6197 2.00 5.00
Total 52 4.2308 .98250 .13625 3.9572 4.5043 1.00 5.00
Q35 No previous treatment 19 3.6316 .68399 .15692 3.3019 3.9612 3.00 5.00
AA 14 3.8571 1.40642 .37588 3.0451 4.6692 1.00 5.00
other 19 3.5789 1.12130 .25724 3.0385 4.1194 200 5.00
Total 52 3.6731 1.06128 .14717 3.3776 3.9685 1.00 5.00
036 No previous treatment 19 3.2105 1.08418 .24873 2.6880 3.7331 1.00 5.00
AA 14 4.0000 1.51911 .40600 3.1229 4.8771 1.00 5.00
other 19 3.0526 .97032 .22261 25850 3.5203 2.00 5.00
Total 52 3.3654 1.22120 .16935 3.0254 3.7054 1.00 5.00
037 No previous treatment 19 3.3158 1.15723 .26549 27580 3.8736 1.00 5.00
AA 14 3.7857 1.67233 .44695 2.8201 4.7513 1.00 5.00
other 19 3.7368 1.28418 .29461 3.1179 4.3558 1.00 5.00
Total 52 3.5962 1.34689 .18678 3.2212 3.9711 1.00 5.00
038 No previous treatment 19 3.4737 1.07333 .24624 2.9564 3.9910 1.00 5.00
AA 14 2.1429 1.56191 .41744 12410 3.0447 1.00 5.00
other 19 3Z105 1.18223 .27122 26407 3.7803 1.00 5.00
Total 52 3.0192 1.35024 .18724 2.6433 3.3951 1.00 5.00
039 No previous treatment 19 3.6842 .88523 .20308 3.2575 4.1109 200 5.00
AA 14 3.3571 1.54955 41413 2.4625 42518 1.00 5.00
other 19 3.1579 1.21395 .27850 2.5728 3.7430 1.00 5.00
Total 52 3.4038 1.20879 .16763 3.0673 3.7404 1.00 500
ANOVA
Sum of 
Squares df Mean Square F Siq.
Q1 Between Groups 7.650 2 3.925 4.954 .011
Within Groups 38.623 49 .792
Total 46.673 51
02 Between Groups 1.415 2 .707 .316 .731
Within Groups 109.816 49 2.241
Total 111.231 51
03 Between Groups 7.756 2 3.878 1.600 .212
Within Groups 118.763 49 2.424
Total 126.519 51
04 Between Groups 3.801 2 1.900 1.211 .307
Within Groups 76.872 49 1.569
Total 80.673 51
05 Between Groups 9.138 2 4.569 2.526 .090
Within Groups 88.632 49 1.809
Total 97.769 51
06 Between Groups 4.551 2 2.275 1.408 . : .254
Within Groups 79.199 49 1.616
Total 83.750 51
07 Between Groups 3.490 2 1.745 .802 ,454
Within Groups 106.568 49 2.175
Total 110.058 51
08 Between Groups 15.900 2 7.950 4.336 .018
Within Groups 89.850 49 1.834
Total 105.750 51
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ANOVA
Sum of 
Squares df Mean Square F Siq.
09 Between Groups 4.716 2 2.358 1.490 .235
Within Groups 77.515 49 1.582
Total 82.231 51
Q10 Between Groups 2.333 2 1,167 .804 .453
Within Groups 71.109 49 1.451
Total 73.442 51
011 Between Groups 2.650 2 1,325 .898 .414
Within Groups 72.331 49 1.476
Total 74.981 51
012 Between Groups 38.004 2 19.002 11.260 .000
Within Groups 82.688 49 1 688
Total 120.692 51
013 Between Groups 1.651 2 .825 .546 .583
Within Groups 74.041 49 1.511
Total 75.692 51
014 Between Groups 2.481 2 1241 .892 .417
Within Groups 68.192 49 1.392
Total 70.673 51
015 Between Groups 5.037 2 2.519 ; 1288 285
Within Groups 95.789 49 1.955
Total 100.827 51
016 Between Groups 32.213 2 16.106 " : 10.585 .000
Within Groups 74.556 49 1.522
Total 106.769 51
017 Between Groups 21.913 ' 2 10.957 8.005 .001
Within Groups 67.068 49 1.369
Total 88.981 51
018 Between Groups 21.580 2 10.790 8.120 .001
Within Groups 65.113 49 1.329
Total 86.692 51
019 Between Groups 31.291 2 15.645 13.998 .000
Within Groups 54.767 49 1.118
Total 86.058 51
020 Between Groups 5.905 2 2.953 1.998 .146
Within Groups 72.402 49 1.478
Total 78.308 51
021 Between Groups 2.358 2 1.179 .744 .481
Within Groups 77.699 49 1.586
Total 80.058 51
022 Between Groups 1.008 2 .504 .310 .735
Within Groups 79.665 49 1.626
Total 80.673 51
023 Between Groups 7.754 2 3.877 2.316 .109
Within Groups 82.015 49 1.674
Total 89.769 51
024 Between Groups 5.343 2 2.671 1.650 .203
Within Groups 79.350 49 1.619 ,
Total 84.692 51
025 Between Groups 20.578 2 10.289 10.044 .000
Within Groups 50.192 ■ 49 1.024
Total 70.769 51
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ANOVA
Sum of 
Squares df Mean Square F Sig.
Q26 Between Groups 1.703 2 .851 .585 .561
Within Groups 71.278 49 1.455
Total 72.981 51
027 Between Groups 2.606 2 1.303 .966 .388
Within Groups 66.086 49 1.349
Total 68.692 51
028 Between Groups 6.981 2 3.491 2.255 .116
Within Groups 75.846 49 1.548
Total 82.827 51
029 Between Groups 1.071 2 .535 1.013 .371
Within Groups 25.910 49 .529
Total 26.981 51
030 Between Groups .728 2 .364 .424 .657
Within Groups 42.041 49 .858
Total 42.769 51
031 Between Groups .582 2 .291 .231 .795
V\Athin Groups 61.726 49 1.260
Total 62.308 51
032 Between Groups .827 2 .414 .391 .679
Within Groups 51.846 49 1.058
Total ■ 52.673 51
033 Between Groups 3.762 2 1.881 .991 .379
Within Groups 93.008 49 1.898
Total 96.769 51 '
034 Between Groups 1.415 2 .707 .725 .489
Within Groups 47.816 49 .976
Total 49.231 51
035 Between Groups .675 2 .338 .291 .748
Within Groups 56.767 49 1.159
Total 57.442 51
036 Between Groups 7.952 2 3.976 2.861 .067
Within Groups 68.105 49 1.390
Total 76.058 51
037 Between Groups 2.373 2 1.186 .645 .529
Within Groups 90.147 49 1.840
Total 92.519 51
038 Between Groups 15.372 2 7.686 4.853 .012
Within Groups 77.609 49 1.584
Total 92.981 51
039 Between Groups 2.673 2 1.337 .912 .409
Within Groups 71.846 49 1.466
Total 74.519 51
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Variables Not In the Analysis
Step Tolerance
Min.
Tolerance F to Enter
Wilks’
Lambda
0 Q1 1.000 1.000 4.954 .832
08 1.000 1.000 4.336 .850
012 1.000 1.000 11.260 .685
016 1.000 1.000 10.585 .698
017 1.000 1.000 8.005 .754
018 1.000 1.000 8.120 .751
019 1.000 1.000 13.998 .636
025 1.000 1.000 10.044 .709
038 1.000 1.000 4.853 .835
1 Q1 .947 .947 6.286 .504
08 .989 .989 3.776 .550
012 .991 .991 9.555 .455
016 .957 .957 4.014 .545
017 .851 .851 4.838 .530
018 .846 .846 2.088 .585
025 .865 .865 3.755 .550
038 .936 .936 1.227 .605
2 01 .937 .934 5.972 .363
08 .977 .977 3.233 .400
016 .939 .939 2.270 .415
017 .751 .751 4.663 .380
018 .815 .815 2.080 .418
025 .802 .802 4.718 .379
038 .922 .921 .388 .448
3 08 .974 .928 3.231 .318
016 .836 .835 .481 .356
017 .673 .673 7.084 .277
018 .791 .755 1.767 .337
025 .793 .793 3.284 .318
038 .901 .886 .760 .351
4 08 .974 .673 2.667 .248
016 .834 .672 .515 .271
018 .771 .657 1.048 .265
025 .786 .668 1.869 .256
038 .817 .611 .677 .269
Wilks' Lambda
Step
Number of 
Variables Lambda dfl df2 df3
1 1 .636 1 2 49
2 2 .455 2 2 49
3 3 .363 3 2 49
4 4 .277 4 2 49
Wilks' Lambda 
A ppendix 13
Exact F
Step Statistic dfl df2 Sig.
1 13.998 2 49.000 1.554E-05
2 11.573 4 96.000 1.040E-07
3 10.338 6 94.000 8.969E-09
4 10.332 8 92.000 3.281 E-10
Summary of Canonical Discriminant Functions
Eigenvalues
Function Eigenvalue % of Variance Cumulative %
Canonical
Congelation
1 1.900= 88.7 88.7 .809
2 .243= 11.3 100.0 .442
a. First 2 canonical discriminant functions were used in üie analysis.
Wilks' Lambda
Test of Function(s)
Wilks'
Lambda Chi-square df Sig.
1 through 2 .277 60.896 8 .000
2 .805 10.316 3 .016
I Standardized Canonical Discriminant Function Coefficients
Function
1 2
01 .691 -.201
012 .726 .382
017 -.547 .888
019 -.566 -.281
Structure Matrix
Function
1 2
019 -.548* .051
018a -.443* -.005
01 .326* -.004
016a -.324* -.132
038a -.252* .152
017 -.283 .848*
012 .427 .683*
Q25a -.166 .243*
Q8a .031 .074*
Pooled within-groups correlations between discriminating variables and standardized canonical discriminant functions
Variables ordered by absolute size of correlation within function.
*. Largest absolute correlation between each variable and any discriminant function 
a. This variable not used in the analysis.
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Functions at Group Centroids
PREVTYPE
Function
1 2
No previous treatment
AA
other
-.819
2.205
-805
-.558
-3.526E-03
.561
U n stand ard ized  can on ica l discriminant fu n ction s ev a lu a ted  at group m e a n s
Classification Statistics
Classification Processing Summary
Processed 52
Excluded Missing or out-of-range 
group codes 0
At least one missing 
discriminating variable 0
Used in Output 52
Prior Probabilities for Groups
Cases Used in Analysis
PREVTYPE Prior Unweighted Weighted
No previous treatment .333 19 19.000
AA .333 14 14.000
other .333 19 19.000
Total 1.000 52 52.000
Classification Results^
PREVTYPE
Predicted Group Membership
Total
No previous 
treatment AA other
Original Count No previous treatment 13 1 5 19
AA 2 12 0 14
other 7 2 10 19
% No previous treatment 68.4 5.3 26.3 100.0
AA 14.3 85.7 .0 100.0
other 36.8 10.5 52.6 100.0
a. 67.3% of original grouped cases correctly classified.
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